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1} By affizing my signature or thumb impression on this Form, | (Applicant) heretry agree & authorise Koshika Foundation and it's Trustees to
uss/publish/put-upireproduce my name, sddress, pholo & detalls of the ‘purposa”, lor which such assistance Is requesladigraniad, through any
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By affung hereunder, signature of our Autharised Signatory fof recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital] herebry sfirm & accept following:

1) that we nefther are presently nor will in future avall of fmancial sssistance from another NGO or any other source., for the sama patient/case, as we are
roguenting W gel from Koahiia Foundation, to the axtent thal such sssistance is granted by Koshika Foundaton. If the requasiad assistances is nol gramed
by Moshika Foundation, in part or in full, ihen the Hosplul reserves i's right 1o moaks up the shortfall from another NGO o any other source. This
confirmation essentially stales that he Hospital will not avall any duplicate sssistance for the same patient/casa from any other NGO or any other source
2} Tha assiutance from Hoshika Foundation ks enly financial in nature. Tha choico of the treatment/procedure advised/conductad by the Hospital on tha
patienl, s based on the amangemant betwaan the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hance, the Hospital will
assume sole & complets responsibiity of the reatment & 1y ouluome & saledy of the patient, snd Koshika Foundation will have mo role or responsitilty

it thve rratiar.
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