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1) By affixing my sigrature or thumb impression on this Form, | (Applicant) hereby agres & authorise Koshika Foundation and I's Trustees 1o
ust/publishipul-upreproduce my nime, eddrass, photo & detalls of the ‘purpose”, for which such assistance is requestedigranted, through any
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By afflxing hereunder, signature of our Authorlsed Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
{(Hospital) kereby affirm & sccep! following:

1) thal we naliher ane presenily nor will In fulure avall of financlal assislance from another NGO or any olhar source, lor (he same patisnl/case, &8 we Bfe
retjeealing lo ge! from Koshika Foundatlon, 1o the exdent that such assistance is granied by Koshika Foundation. If the requesied assistance is nol pranted
by Koshiks Foundation, In part or In full, then the Hospital reserves it's right 1o make up the shortfall from ancther NGO or any other source. This
confirmation essentiafly siates thal the Hospital will not avall any duplicate asststance lor the same patient/case from any other NGO or any other source.
2) The atsistance from Koshika Foundalion |s only financial In nature. The cholce of the irestment/procedure advissdiconducted by the Hoaplial on the
palient, v based on the amangemant between the patent & the Hospital, and [s in no influencad by Koshika Foundation. Hence, the Hospital will
assume sole & complats tesponalblity of the treatment & It's outcome & safety of the and Keoshika Foundatlon will have no rols of reaponsibility
in the mimtisr.
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