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1} | herety cordlrm thiat all detads i this Form ate True o the best of my knowledge, Any likse statement will render my Application & ongaing assistance, if any,
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1) By afflng my signiure o thumb impression on this Form, | (Applicant) hereby agres & authoriss Koshika Foundation and iTs Trustoes to
use/publish/put-upiraproduce my rame. addiss, pholo & details of the “purpose”, far which such assistance is requestedigranted, through any
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By affiing hereunder, ugnature of our Aulharised Sipnatory for meammending (his casalpatient for financial assistance from Koshia Foundation, we
[Hosplial) hereby affiim & accap! lollgwing:

1) it we nedther ara pragantly noe will in future avail of financial assistance from anothar NGO or any othar souroe, for the ssme patlient/Case, BS we are
reguesting o get from Koehika Foundation, to the extant that such assistance i grantod by Koshika Foundation. |1 the requested asslstanoe is nol granted
by Koshika Foundation, in pan or in full, then the Hospital reserves i's right to make up the shoatall from another NGO or any othet source. This
confirmation essentially stales that the Hospital will not avall any duplicate assistance for the same patient/case from any other NGD o any other source
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assumd sole & complete resporsibility of the ireatment & it's outcome & satety of the patient, end Koshike Foundation will have no role of responsibility
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