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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby aglee & suthorss Koshika Foundation and I('s Trustess lo
use/publishiput-upimproduce my name, sddress, pholo & detsils of the “purpose”, lor which such sssistance is requested/granted, through any

medium, including but not limited 1o verbal, print, electronic, for soliciling donations for Koshika Foundation andlor disseminating information about it's
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with tha Trustees of Koshika Foundation, and their dacision is this regard will be final and accaptanés to me.
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By affiong hereunder, signature of our Authonsed Signatory for recommeniding this case/patient for financial assistance from Koshika Foundation, we
{Hospital) herely affirm & acoapt following:

1) that we neither are presently nor will in future avail of financial assistance from another NGO or any olher source, for the same patient/case, s we are
requesting 1o get from Koshika Foundation, to the axtent that such assistance is granted by Koshika Foundation. If the requesied assistence is mol granted
by Koshika Foundation. (n gant or in full, then the Hospitsl reserves il's right 1o make up the shorfall from another NGO or any other source. This
confirmation essentially stwtes (hat the Hospital will not avall any duplicate assistance for the same patient/casa from any othar NGO or any othes source
2) The aseistance from Moshika Foundation s only financial in natura, The cholce of ihe reatmentprocedure advised/conducied by the Hospilal on the
patiand, in based on (he arrangemant between the patient & the Hospital, and is in no way influenced by Koshika Fourdation. Hence, the Hospital wil

assume sole & compiets responsibility of the trestmant & il's oulcome & safety of tha patient, and Koshika Foundation will have no rols or responsibility
in the matter
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