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1) By afflxing my signature or thumb impression on this Form, | (Applicant) hereby sgres & suthorise Koshika Foundation and if's Trustess 1o
use/publish/pul-up/reproduce my name, address, pholo & detalls of the “purpose”, for which such asslstance Is requestedigranted, through any
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2) | {(Applicant) further agrae (hat any such use of my name, addrass, photo & detalls of the "purpose”, for which siich sssistance is requestod/granted,
will not automatically entille me for receiving or continuing the sald essistance. The decision for granting and/or continuing the sssistsnce will rest solely
with the Trustees of Koshiks Foundation, and their decision s this regard will be fingl and scceptabie to me.
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By affixing hareundes, slgnature of our Autharlsed Signatory far recommuanding this casa/pationt for financlal assistance from Koshika Foundation, we
(Hospital) heroby sffirm & accept foliowing:

1) that we naither are presenly rior will In future avall of financtal eesistance from another NGO or any other source, for the same patient/case, a8 we are
requasting to get from Kishika Foundatlon, to the extent thal such sssistance ls granted by Koshika Foundation. If the requested assistance is not grantod
by Keshika Foundation, In part or In full, then the Hospltal reserves iI's rghl to make up the shortfall from another NGO or any other source. This
confirmation essentizlly sistes thal the Hospital will not evall any duplicate assistance for the same patient/casa from any othar NGO of any other source,
2) The essistance from Koshika Foundstion is only financial in nature. The choice of the treatment/procedure advisediconducted by the Hospital on the
patianl, is based on Lhe arrangamenl between the patient & the Hospital, and is in no way Influenced by Koshika Foundation, Hence, the Haospital will
agsume solo & complete responatbility of the trestmant & it's outcome & safaty of the patient, and Koshika Foundation will have no role or responsibility
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