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1) By affixing my signatura or thumb impnession on this Form, | (Applicant) horeby agree & aulhorlse Koshiks Foundalion and s Tiustees o
use/publshiput-upireproduce my mame, address, pholo & details of the *purposz”, for which such assistance is requestadigranted, through any
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By affiking horeunder, signatum of our Authorised Signatory Tor recommending this case/patient for financial assistance from Koshika Foundation, we
{Hospitsi) heraby affirm & accept :

1) thel we nedmer are presantly nos will in luture svail of finoncipl sesistance from angther NGO or any oiher source, for the same palientcase, a5 wi-are
requesting o gel irom Hoshiki Foundation, to the extent thal such assisiance is granied by Koshila Foundation, |l the requestad assEtancs |8 nol granted
by Koshina Foundatian. in part ot i full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This
confirmation essentally states (hat the Hospital will not svall any duplicale assislance for the same pallent/cass (rom pry ather NGO or any olher source
2] The 2ssistance lrom Koshika Foundation is only financial in nature, The choice of the reatment/procedure advisea/conductad by the Hospital on the
pitient, is besed on the armngement batween the patlent & the Hospltal, and is In no way Influenced by Koshika Foundation. Hance, the Hospital wil
gssume sole & complete responsibiity of the ireatment & it's oulcome & safety of the patient, and Koshika Foundation will heve no role or responsibility
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