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labile for re fion.

21 solemnly confirm that assistance, |f received trom Koshike Foundation, will be used only for the “purpase”, as stited In this Farm, for Which such aesistance

wis requesied by me

3} | hareby confirm thal | have nat & will not in future, mviall of rembursament, in par or 18 R, from any other sourcalemployerirsurands company, of the amount

far which this assisiance is reguasied
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1) By affuing mry signalure of thumb Impression on this Form, | (Applicant) hereby agree & aulhorise Koshika Foundation and it's Trustaes o
une/publish/pul-up/reproduce my name, address, pholo & details of the “purpose”, for which such assistance s requosted/granied, ihreugh any
medium, incloding but nat limited 1o verbal, print, electronc, for soliciting donations for Kashika Foundstion and/or disssminating informalion abeul I's
scbivitiesiachiavements. Such Use of my phots & detalls can be made by Koshika Foundation before or after my treatment or fulfiment of ihe “purpose”
for which acsssiance is being requesied.

211 (Applicant) further agrae thal any such use of my name, address, phalo & detalls of the "purpose”. for which such sssistance is requestad/granted.
will mot sulamatically entitly me for receiving or conlinuing the said assistance. The decision for granting andiar continuing the assistance will res! sosesy
with the Trustees of Koshika Foundation, and their decision is Ihis regard will be final and scceptable 1o me.
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By affiing hereunder, sgnalure of our Authorised Signatory lor fecommending this case/patient lor financial assistance from Koshika Foundation, we
{(Hespital) herely affirm & accept following:

1) thit we pelther are presently noe will in futute avall of linanclal assistance from another RGO of any olher sourca, fof the Lame patenticase, &t we are
regquesting 1o get from Moshika Foundation, o the extand thal such assistance (s granted by Koshika Foundation. If the requested assistance is rol granied
by Mouhika Foundation., in par o in full, then the Hospital reserves 1's right to make up the shodttall from another NGO or sny ofher source. This
confirmation essantially states that the Hospital will not avei any duplicate assistance for the same patient/case from any other NGO or any ofher source.
2) The assistance from Kostvhi Foundstion is oy financisl in nature. The cholce of the iresiment/procedure advised/conductod by The Hospital on the
patiant, is based on the arrangemen| between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
Besume sols & complets respaneibility of the treatment & [Us outcome & safety of the patlent, and Koshikn Foundation will have no fole OF reaponsibey
in the matier
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