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1} By afxing my signature of thumb Impression on this Faim, | {Applicant) heseby agree & authorise Koshika Foundation and it's Trusises in

use/publish/pulipireproduce my name, address. photo & detalls of the *purpose”, for which such assistance Is requestadigranted, thiough any

madium, including but not limied 1o verbal, prini, slectronic, for soliciting donations for Koshika Foundation and/ior disseminating information about it's
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By affxing hereunder; ssgnature of our Authorised Signatory for recommending this casa/patent for financial assstance from Koshika Foundation, we
{Hoapltal) hereby affirm & acoept following:

1) that we nesther @re presently nor will in fulure svall of Rnanclal sssistence fom ancther NGO or any other source, for the same patienticase, as we are
requesting lo gal from Koshika Foundation, 4 this sxient thal such sssisiance ls granted by Koshika Foupdation. M the requested asslstance s not grantad
bry Koshika Foundation, in part or in full, then the Hospétal reserves It's nght to make up the shortfall from anather NGO or any other source, This
confirmation sssentially stntes that the Heospial will net svisll any duplicate sssistance lor the same patienl/cass from any other NGO o any other source
2} The assistance from Koshika Foundation s only financial in nature. The choice of the treatmentprocedurs advised/conducled by the Hospital on the
patiant, s based on the srangement betwesn e patkent & the Hoaplial, and (e in no way influsnced by Koshika Foundalion. Hence, the Hospital will
assume sole & complete responsibility of the trestment & It's outcoma & safety of the patient, and Koshika Foundation will have no role or responsibiling
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