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1) By aflixing my signatura or thumb impression on this Form, | (Applicant) hereby sgrea & authorise Koshika Foundation and if's Trustees to
usapublinh/put-up'reproduce my name, address, photo & details of the “purpose”, for which such assistance is requestedigranted, through any
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with the Trustees of Koshika Foundation, and their decision Is this regard will be final and acoepiable fo me.
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By affixing hereunder, signatufe of our Authorsad Signatory for recommending this casa/patient for inancial assistance from Koshika Foundsaiion, we
(Hospital) heseby atfirm & accept fallowing:
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roguesting 12 get from Koshika Foundation, to the extent that such assistance s granted by Keshika Foundation, If the requested assistance |s nol grantad
by Koshika Foundstion, in part or in full, then the Hospilsl reservas i's right 1o make up tha shortfall from another NGO or any other sourca. This
confirmation essantially siates thet the Hospital will not avall any duplicate assistance for the same patienl/casa from any other NGO or any othar source
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patient, Is based on the arangamant betwaeen the patient & the Hospital, and |s In na way Influsnced by Koahiks Foundatkon. Hence, the Hospital will
nu;:mm & complete responsibllity of the trestmeant & s outcome & safety of the patient, and Koghiks Foundation will hova no role or reaponaibility
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