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1) By affising my signatune or thumb impression on this Form, | {Applicant) hereby agree & suthorisa Hoshika Foundallon snd it's Trusiees 1o
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actvilles/nchievarnents. Such use of my pholo & delalls can be made by Koshika Foundation belore or afler my treatment or fulliiment of ihe “purpose”
for which azsistance is being requesied.

2) 1 (Applicant) further agree thal any such use of my name, sddress, photo & details of the “purpose”, for which such assistance is requested/granied,
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with the Trustess of Koshiks Foundation. and their decision is this regard will bae final and acceptable 1o meo.
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By atfiung hereunder, sgnalurg Hmrhﬁumﬂqmmrrhrmwwuwm“m Hostwka Foundation, we
(Haspital) hersby affirm & accapt following:

1) that wa peither an presentty nod will in futere ovail of finencial seslstance from anolher NGO of any other source, for the same pathent/case, o wo an
requasting to get from Koshiks Foundation, o the sxtent that such assistance is granted by Koshika Foundation. If the requesind assistance is not granlad
by Koshika Foundation, in part or in full, then the Hospital reserves It's right to make up the shortfall from another NGO or any other source. This
confirmation essentially sistes that the Hospital will not avail any duplicats sssistance for the sama patisnl/cass from any othet NGO or any othar source
Z) Thia assistance from Koshika Foundation is only financial in nature. The cholce of the treatment'procedure advised/conductod by the Hosgtal on the
patienl. is based on the srangamanl betwaen the patient & the Heapital, snd is'in no way influsnced by Koshika Foundation. Hence, ths Hospital will
assume sole & completo responsibility of the treatmant & il's outcoma & safety of tha patient, and Koghics Foundation will have no ol or responsiiity
in the mattar.
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