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1) By affining my signature of thumb impression on this Farm, | (Apphcant) hermby ngree & aulhorise Kashika Foundation ani i's Tnistess 1o
use/publishiput-upireproduce my name, address, photo & detas of i “pumose’, for which such assistance s requested/granted, through any
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with the Trustess of Koshika Foundalion, snd thelr dacision is Mis regard will be final and acceplable o me.
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By affixing hareundar, slgnature of our Authorissd Bignatory faf e ammanding this case/patiant for financisl sssistance from Keshika Foundallon, we
{&mllal] heraby affirm & acoapt following:

1) that we nesthor ara prasenily nor will in future avill of financisl assistanoe feom another NGO o any olher sourca, for i same patipnlicasa, a8 Wi arg
mquesting to gat from Konshika Foundation, to (ke extent thal such assiglance js granted ty Koshiks Foundation, If the requested assistance is not grantid
by Koshika Foundation, in partor in full, than the Hosplizl resseves i right fo make up the shotifall from anothen NGO or any othar source, This
canlifmation essentially states that the Hospital will nal avail any duplicste assiitance for the same patiant/case fram any othier NGO or any other source.
2) The assistance from Koshika Faundation ia enly financial m natufe. Thee chokes of thie irealmentiprocedurs advisediconducted by the Hospital on the
patient, s based on the arrangamant betwesn the pafignt & (F= Hogpltal. and is 1A no way influenced by Koshika Foundatian Hence, the Hospital will
assume tale & complete responsibiity of tha treatment & it's oulcome & safiely of i patlent. and Koshika Foundation will have no role o responslibilily
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