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liable for ressctionicancellation
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1) By aMining my signature of thumb Improssion on this Form, | (Applicant) heraby sgres § suthorise Koshika Foundation and it's Trusiees io
usa/publsh/pul-upimproduce my name. addroas, pholo & detalls of ihe “purpose”. lor which such assistance is quested/granted, Ihrough any
medium, including bul net limied 1o verbal, prinl, electronic, for soliciing donations for Koshika Foundation and/or disseminating information about I's
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with the Trustess of Koshiks Foundation, and thelr decision is this regard witl be final and acceptable lo me
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By allixing hereunder, sgnnture of our Authorsed Signalory ler recommanding ithes case/paliont for financial assislance from Keshiks Foundalion, we
(Hespital) hersby affirm & accapt following:

1} that we neliher ate presently nor will in future evall of finenclal esulstance Irom another NGO o any othes fouece, for the same patienticase, B we are
requesting 1o ged from Moshika Foundation, to the exlent thet such asssstance is granted by Koshika Foundation. If the requested assstancs |s not granted
by Koshika Foundation, b part or b full, then the Hospital reserves i's rght 1o make up the shortfall irom anather NGO or any other source. This
confirmation essentially sistes that the Hospital will not avail any dupficate assistance for the same patientcase from any offer NGO or any other source.
2) The assistance from Koshda Feundation i only linancisl in nature. This cholce of the trostment/procedure advisedicanducted by the Hosplial on he
patent, is based on the armangamsnt between the patient & the Hosptal, and is in no way influenced by Koshika Foundation, Hencs, the Hospital wil
assume soks & complets responsiblity of the reatmant & i('s oulcome & sabety of tha patient, snd Koshika Foundation will have no roko or respons|bility
in the matier
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