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1) By affixing my signalure of thumb impression on this Farm, | (Applicant) hereby sgrea & authorise Koshike Foundstion and IFs Trustees 1o
uss/publish/put-upireproduce my name, address. photo & details of the “purpose”, for which such sssistance |s requesied/granted, through any
madium, Inclding bt nat imited 1o werbal, print, elecironic, for solicling denatlons far Koshiks Foundstion and/or disseminating Information about It's
activities/achisvements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or luifilment of the “purpose
for wihich assistance is baing mouesiad.
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will not autormatically entitiz me lor receiving or continuing the said assistance. The decision for granting and/or continuing the assistanca will res! solely
with tha Trustees of Koshika Foundation, and their dectsion ks this regard will ba final and acceptable 1o me:
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By affixing hereundor, signalure af our Authorieed Signatery lor recommending this case/patien! for financlal assistance from Koshika Foundation, we
{Howpital) heretry affirm & accapt folowing:
1} that we neliher are presently nos will in future svall of finencial assistence from snalher NGO or any olher source, for the same patient/cass, as we are
requesting to gal from Koshika Foundation, o the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, In pant or in full, then the Hospltal reserves IUs right o make up he shortfall from anoiber NGO or any other source. This
confirmation assantially states that the Hospital will not avall any duplicate essistance for the same patient/cass from any other NGO or any other source
2} The assimtance from Koshika Foundation s only financial in nature, The chelce of the treaiment/procedure advisediconducted by the Hospllal on the
patient, is based on the srangement between the patient & the Hospital, and is.in no way influsnced by Koshika Foundation, Henca, the Hospital will

sssuma sole & complets responsibility of the trestment & If's sulcoma 4 safety of tha patient, and Koshika Foundallon will have no rale or responsibility
in the matter.
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