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1) By affining my signature or thumb impression on this Form, | (Applicant) hereby egrea & authorse Koshike Foundation and it's Trustees to
usalpublishiput-upreproduce my neme, sddress, pholo & details of the “purpose”, Tor which such assistance is requesiedigranied, (hrough any
medium, Including but not limited 10 verbal, print, electroni, for solieiting donations for Keshika Foundation and/or disseminating information aboud I1's
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By affixing hereundar, signature of our Aulhorised Signatory for recommending ihis case/patent for financial assistance irom Koshika Foundation, we
(Hosphat) hereby affirm & accepl following.

1) thal wa neiher ate presently nor will in future avall of financlal asslatance from another NGO or any other saurce, lor the same patient/case, as we are
requesting to gal lrom Koshika Foundation, to the extent that such assistance is granted by Koshike Foundation, If the requested sssistance is nat grantad
by Koshika Foundation, in part or in full, then the Hosplial resecves |i's right to make up the shorifall from another NGO or any cther source, This
confirmation essantially states thal the Hospital will not avail any duplicale assietanca for the same patienticase fram any other NGO or any othar souroe.
2} The assistance from Koshika Foundallon is ondy financial in nature, The cholos of the ireatment/procediire advised/conducied by the Hospital on the
patient, is based on the arrangement betwean the patient & the Hospital, end is In o way influenced by Koshika Foundation. Hence, thae Hospital will
gsaums sofe & complels responsibility of the freatment & ifs oculcoma & safety of the patient, and Koshiks Foundation will have ne rmle or responsinility
in the matter. .
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