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1) By aflixing my signature o thumb kmprassion on this Fom, | (Applicant} harety agras & autherise Kashika Foundation and It's Trustees to
use/publish/put-up'reproduce my pame, nddress, phote & delalls of the "purpoza’, for which such sesislancs is requestedigranted, through amy
medlum, Including but net limited 1o virtsl, prnt, slsctronis, for soliciting donations for Koshika Foundation andior disseminating information about I1's
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By affixing hersunder, signaturs of our Authorisad Signatory for recommanding this c=aa/patlent for financlal ssslstance from Koshika Foundation, we
(Hospital) hereby uffirm & scoapt latlewing:

1) that we neither gre presznlly noi wil In future svell of financial sssistanee from angther NGO or any cther source, for the same patient'cass, ag we are
regUesiing fo gat from Keshika Foundation, to the extant that such Bsslslance |s grantod by Koshike Foundatlan, |f Ihe requesied asslalance ls not granted
by Koshika Foundation, in part or I full, then tho Haspital reservas ii's fight to make up the shortfall from another NGO ar any othar source. Thig
confirmaiion essentially ctates that fhe Hospital wlil not avall any duplicate assistance for the sama patlenticasa from any oihar NGO or any othar souice,
2) The sssistance trom KKoshika Foundstion s only financial in nature, The choles of tha rresimant/procedure advisediconducted by the Haspilal on the
patiznl, 13 basad on the ariangement betwoan the patient & the Hospital, and |s in no way influsnced by Koshika Foundation. Henece, tha Hospital will
BssuMms sola & complete responsibility of the trealmant & it's outcome & safety of the patient, and Kosfika Foundation wiil have N role or respansibilitg

in the mether.
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