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1) By affixing my signalure or thumb wmpression on this Form, | {Applicant) hereby agree & authorise Koshika Foundation and 's Truslees to
use/publish/put-upfreproduce my name, address, photo & delails of the “purpose”, for which such assistance is requested/granted, through any
medium, including bul not imited to verbal, piinl, electronic. tor soliciing donations for Koshika Foundation andfor disseminaling informalion about it's
aclivities/achievements Such use ol my pholo & delails can be made by Koshika Foundcation before or aller my lreatment or fuifilmeat of the
for which assistance s being requesled.

2} 1 {Appiicant} lurther agree thal any such use of my name, address, phoio & delails of the “purpose”, lor which such assisiance is requested/granled,
=il not aulomatically entitte me for receiving or continuing the said assistance. The devision for granting andior continuing the assistance will rest solely
with the Truslees of Koshika Foundalion, and their decisicn 1s this regard wilt be final and acceplable lo me.
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By affixing hereunder, signature of our Aulhorised Signalory for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hospilal] hereby affirm & accepl following: :

1) 1hat we neilher are presently nor will in future avail of financial assistance from anclher NGO or any other source, for the same patienVcase, as we are
requesting 10 get from Koshika Foundation, to he extenl that such assislance IS granled by Koshika Foundalion. If Ihe requesled assistance is nol granied
by Kostika Foundalion, in pasl or in lull, then |he Hospilal reserves iU's night fo make up the shortfall from anolher NGQ or any olher source. This :
conlirmation essentially states thal the Hospilal will not avail any duplicale assislance for the same palient/case lrom any other NGO or any other source.
2) The assistance lrum Koshika Foundation is only financial m nalure. The choice of the treatment/procedure advisediconducted by the Hospital on the
pafient, 1s based on the arrangement belween he patient & the Hospdal, and is in no way influenced by Koshika Fow Hospital witl

assume sole & complete responsibility of the treatment & i1's oulcome & salety of ihe paten!. and Koshika Foun ' will have no role or
1 the maller.
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