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1] By affueng my signature o thumb impression on this Form, | {Applicant) hereby agree & suthorse Koshiks Foundation and it's Trusteas io
usepubish/put-upireproduce my name, address, pholo & detalls of the “purpase”, for which such assistance is requestad granted, through any
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By aflixing hermunder, signature of our Authorised Signatory for recommending ihis casal/pateni for linancinl assistance from Koshika Foundation, we
{Hospit=!) heraby #firm & nocept foliowing:

1} that we nelther afe presently nor will in fulure avail of financlal asslstance from snother NGO or any other source, for the same patieni/case, as we are
reguesting to get from Koshika Foundation, (o the extant thal such assistance |5 granted by Koshika Foundation, If the requesied assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves [1's right to make up the sharifall from another NGO or any other source. This
confirmation essentially staies that the Hospital will not avail any duplicate assistance for the sama patieni/case from any other NGO of any other sowee.
2) Tho sssistance from Moshika Foundation s only financlal in nature, The choice of the treatment/procedurs advised/condustod by the Hospital on the
patient, is basad on 1he arrangament batwesn (he patient & the Hospital, and is in mo way influsnced by Koshika Foundation. Hence, the Hospital will
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