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Ejlmw','a conflrm that ssaistance, If recelved from Koshikn Foundation, will be used only for he “purpose”, as sated in thes Form, for which such assistance
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1) By affixing my signalure or thumb impression on this Form, | (Applicant) hersby agree & authorise Koshika Foundalion and it's Trusiees'io
ust'publshipul-upiteprodude my name, addross, photo & detsile of the “purpose”, for which such assistance is reguentod/granted, through any
medium, including bt not (mited 1o verbal, prnt, elecironic, for soliciting donations: for Keshika Foundation andior disséminating information about if's
acthities/achievernents, Such use of my pholo & detally can be made by Koshika Foundation belore or after my traatment ar luliment of the “purpose”
far which assistance is being requesied,

2} | (Appticant) furthor agree: that any such Usae of my name, addross, photo & datalls of the “purpose”. for which such assistance s requestedigranied,
will not sutomabically enfiie me for recetving of continuing the sald assistance. The decision for granting endfor confinuing the essistance will rest solely
wilth tha Trusiless of Koshika Foundation, and their decision is Mig regard will be Moel sod acceplable o me
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By afflxing hansundor, signature of our Authorised Sigriatory for recommending thia case/patent for financial assistance from Koshika Foundsibon, we
(Hospital) harety affirm & accept
1) thal wis naihar are presantly nor will in Aiture avall of fnancial assistance from another NGO or any other source, for the same patlent'case, o6 we one
ing to gl from Koshika Foundation, 1o the axtant that such essistance i granked by Keshika Foundation. I the requastad assislance s nol granted
bry Koshika Foundation, in part or in full, then the Hospital reserves if's right to make up the shortfall from another NGO or any other source. This
confirmation essentially siates that the Hespital will not avail any duplicate assistance for the sama patienb/cass from any olber NGO or any other source.
2] Tha assislanca fram Moshika Foundation is only fnancial in nature, The choice of the treatmeniprocedure advised/oonducted by the Hospltal on tha
patient, is bazed on the arangement betwsen the patient & the Hospital, and i= in no way influsnced by Koshika Foundation. Henos, the Hospits| will
assure sola & complels responalbdity of the troatment & it's cutcome & safety of the patient, and Koshika Foundation will have no rola or resporislbility
in the matter.
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