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1) By affpong my signalure or tumb impression on Tis Form, | (Applicant) hereby sgree & authorise Koshiks Foundation and I8 Trustess to
usalpublshipil-upreproduce my name, address, photo & datails of the “purpose’, far which such asststance is requested/granted. through any
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By aflixing hersunder, signaturs of our Authoriged Signatory for recommanding thin casa/patient for financial assistance from Koshika Foundation, wa
[(Hosplial) hereby affirm & scoepl lollowing:
1) thal we noither st pregenty nos will in future sveil of inancial assistance from anolher NGO or any othar source, for the same patienticase, oa we amn
requeniing 1o gel from Koshika Foundation, to the extent thel such assistance is granted by Koshika . If the requested assistance is not granted
by Koshika Foundation, in par or in Jull. then the Hospital resarves iUe right 1o make up ihe shortfall from another NGO or any othar scutcs. Thia
confirmation essentially states (hat the Hospital will nol avall any duplicate assistance for the same patient/case from any other NGO or sny athar source
2) The assistance from Koshila Foundation ks only financial in nature, The cheice of the testmentiprocedurs advised/conducted by (he Hospilal on the
patient, i bosed on the arrangament between the patient & the Hospital, and is In no wisy influenced by Koshika Foundation. Hencs, the Hospital will
aswume sole & complete responsibility of the treatmaent & it's cutcome & safety of the patient, and Koshika Foundation will have no role or responsibility
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