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1) By affixing my signature or thumb imprassion on this Form, | (Applicant) hereby agree & authorisa Koshika Foundalion and II's Trustses to
usalpublish/put-upfreproduce my name, address, photo & detalls of the *purposa”, for which such assistance |s requestedigranted, through any
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By affixing hereundear, signature of our Authorised Signatory for recommanding this case/patiant for financlal assistance from Koshiks Foundation, wa
(Hospital) hareby affim & accept following:
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by Koshika Foundation, in par or In full. then the Hospltal reserves i's right to make up the shortfall fram another NGO or any other source. This
confirmation essentially stalee that the Hospltal will not avall any duplicate assistance for the same patient/case from any other NGO or any other source.
2) The essistance from Koshika Foundation ls only financial in nature. The cholce of the freaiment/procedura advisad/conducted by the Hospitsl on the
patiant, is based on the arrangement botwean the patient & the Hospltal, and ks In no way Influenced by Koshika Foundation. Hence, the Hospital will
‘u:lhum sole & complete responslbility of the treatment & IS culcoms & safety of the patient, and Koshika Foundation will have no role or responaibility
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