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11 By alfising my signature or thumb impression on this Foom, | (Applicant) hereby agroe & authoriss Koshika Foundation and ii's Truslees 1o
use/publishi/pul-up/reproduce my name, addrexs, pholo & detalls of the “purposa”, for which such assistance is requestedigranted, thiaugh any
medium, including but nol Nmited 1o verbal, prinl. electronie, for soliciting donations for Keshiks Foundation andfor disseminating information aboul i's
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wilh the Trustees of Koshika Foundation, snd their decision is this regard will be fingl ond soccepizhis 1o me.
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By affising hersundar, signsiure of our Authorised Signatory for recommending this case/patiant for financtal assistance from Koshike Foundation, we
{Hosplial) hereby affirm & accept following:

1) that we neilhar are presantly nos will In fulure avail of Binanclal assistance from ancthar NGO or any other source, for the same patienticase. a5 we are
requesting io gt fram Koshika Foundation, o the extent that such assistance is granted by Keshika Foundation. If the requestad nasistance = nol granied
by Koshika Foundation, in part or in full, then the Hospital reserves ir's right to make up tha shortfall from anoiher NGO or any other source. This
confimmation ssssntially states that the Hospital will not avall any duplicale sssistance for the =ame patenticass from any other NGO or any ofher soutce
2) The assistance from Koshika Foundatlon is only finmncial in nature. The cholee ol the treatrment/procedure advised/eonducted by ihe Hospital on the
patiant, Ie based on the armangement betwesn the patient & the Hoepital, and is in no way Influgpoed by Koshiks Foundation. Hance, the Hospital will
BESUME 5058 & compisle responsibility of the treatment & Il's sulcome & safety of the pallont, and Koshike Foundation will have na role or respongibility
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