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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and II's Trustees io
usaipublishiput-upireproduce my name, address, pholo & detalls of the “purpose’, for which such assistance is requesiodigranied, thiough any
madium, including bul not limited to verbal, print, ekectronid, for soliciling donrations for Koshika Foundation and/or disseminating information about if's
sofivitiesiachisvements. Such use of my pholo & detalls can be made by Koshika Foundation befare o after my treatmant or fulllment of the “purposs”
for which assistance (s boing requesied,

2) | (Appiant) further agree thal any such use of my name, address, pholo & detsits of the “purpose”, for which such assisiance is requested/granted,
will nol automatically entitie me for receiving of continuing the said asmstance. The decision for granting andlor continuing the mssistance will rest solaly
withi the Trusteen of Koshikn Foundation, and their decision i Ihis regard will be final and acceptable fome.
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By affixing heraunder, signatime of our Authorised Signatory for recommanding this casa/patient for firancal assistancs from Koshika Foundataon, wa
(Hosgpital) horety affirm & Acoapl Tollowdng:
1] thal we nelther sre presently nor will in future avail of finencisl sssistance from anolher NGO or any other source, for the sams patient/cass, a6 we am
requesting lo gel from Koshika Foundation, 1o the axient that such assistance is granied by Koshika Foundation, If the requested assistance i not granted
by Koshika Foundation, in part or in full, then the Hospital reserves il's right to make up the shorifall from another NGO or any other source. This
confipmation essentlally states thai the Hospital will not avall any duplicats asskstance for the sama patlentcase from any other NGO or any other source.
7} The assistance from Koshika Foundalion i ondy inancial in nature. The choice of the treatment/procedurs advised/conducted by Mo Hospital on the
patient, ks based on the arangsment between the patlent & the Hoapital, and |a in no way Influenced by Koshika Foundation. Hence, the Hospital will
assume sole 8 complels responedility of the trestment & it's outcome & safaty of the patient, end Koshlks Foundation will have no robe or responsibility
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