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1) By affiuing my signature or thumb impression on this Form, | (Applicant) heraby agres & authonse Koshika Foundation and it's Trustess to
ugelpublishiput-up/reproduce my name, address, photo & details of the “purpose”, for which such assistance is requesiedigranted, through any
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2) | {Applicant) further agree that any such use of my name, address, photo & detalls of the “purpese”, far which such esslatance |s requestedigrantad,
will nat- auttmatically entitle me for recalving or continuing the said assistance. The dacision for granting and'er continuing the assistance will rast solaly
with the Trustees of Koshika Foundation, and their decision s his regard will be final and accepiable lo me.
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By affixing hereunder, signature of aur Authorised Sigralory for recommending this case/patient for financial asskstance from Koshika Foundation, wa
(Hospital) heraty affirm & accepl following:

1) that we neither are presently nor will in futurs avall of financial assistance from anathar NGO or any other source, for the same petient/Case, 89 we are
regquesting o get from Koshika Foundation, fo the extent ihal such assistance [s granted by Koshika Foundation. if the requested assistance le not granied
by Koshika Foundation, in part or in full, then the Hospital reserves i1's right o maka up the shortfall from ancther NGO of any other source, This
confirmation essentlally states that the Hospltal will not avall any duplicats sssisiance for tha sama patient/case from any other NGO or any other source.
2} The assistance from Koshika Foundation is only financial in nature. The chobce of the trestment/procedure advised/conducted by the Hospital on tha
patient, ls based on the arangement brlween the patient & the Hospital, and |s In no way influenced by Koshika Foundation, Hence, the Hospiltal will
assama sole & complata raspongibliity of the treatment & it's outooma & safety of the patient, and Koshike Foundation will have no role or responsitility
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