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1) By affixing my signature or thumb impression on this Form, | {Apglicant) heraby agree & autharise Keshika Foundalion and (I's Trustees lo
usa/publishiput-uplreproduce my name, address, photo & details of the *purpose”, for which such assistance is requested/granted, through any
medium, incluting but nat fimited 1o verbal, print, electronkc, for solicking donations for Koshika Foundatlon andfor dissaminaling information about it's
activitiestachievemants. Such use of my pholo & details can be made by Koshika Foundation before or after my treatment or fulflimen! of the “purpose”
for which assisiance is being raquestad

2} | {Applicant) further agres that any such use of my name, address, pholo & details of the “purpase”, for which such assistance is requestedigrantad,
will nol aulomaticafly entitle me tor recelving of continuing the sald assistance. The decision for granling andior continuing the assistance will rest solaly
with tha Trustees of Kaoshike Foundation, and thair decision is this regerd will be final and acceptable 1o me,

1) T W s pre W s W o e, § (aes) st i W g won f o “wife it s e =il " sfege s { T oo,
. ) sty e vm v A vite #, 79 “wfon T A, g9, wee gt # o i s aeie ® T oy e

4w W % fove s &) 8 wen P it g e W @ o o fo <o s W e #

1) & (swiew) v W d wEER W s fewen < R s @ axted @ afin # R T W vew W w R R

‘e W e e W Fety s she s o

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
T W R W s W fam

= {

2T Err U‘%
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By affixing hereunder, signature of our Authorised Signatory for recommending Ihis case/palient for financial assistance fram Koshika Foundation, we
(Hospital) hereby affirm & accepl following,

1) that wa neithar sre presantly not will In future avail of financial assistanca from another NGO or any other source, for the same palienl/case, as we are
requesting 1o got from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundalion. if the requested ssistance is not granted
by Kashika Foundation, in part or in full, then the Hospital reserves it's right 1o make up tha shorifall fram anather NGO or any ather source. This
confirmation essentially states thal the Hospital will not avall any duplicate assistance for tha same patienlicass from any. ather NGO or any other source,
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmentiprocedure advised/conducted by Ihe Hospltal on this
patiant, is basad on the arangamant between the patient & the Hospital, and I8 in no way Influenced by Koshika Foundation. Hence, he Hospitat will
assume sole & complets responsibility of the treatment & it's outcome & satety of tha patient, and Koshika Foundation will have no role or responaibility

in thie matter.
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