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1) By affixing my signature or thumb impression on this Form. | (Applicant) hersby agree & authorise Koshika Foundation and i's Trustees to
uBs/publishipul-up/reproducs my nEme, Bidress, pholo & details of the “purpose”, Tor which such ssaistance is requesisd/grantad, thiough any
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By affixirsg hoveunder, signature of our Authorised Signalory for recommanding this case/patient for financial essistance from Koshika Foundation, we
[Hospital) horety &Frm A accept lollowing:

1} that we neither are presenty nor will in future avall of fmancal sssistance from another NGO or any othar source, lof the same patientcase, us we ars
recuasting (o g=l from Koshika Foundation, to the extont thal such assistance is grantod by Koshika Foundation_ If the requested assistancn it nol granied
bry Koshine Foundation, in pan or in full, then the Hospital reserves it right to make up the shortiall from another NGO or any other source. This
confirmaton sssentinlly states thal the Hospital will not avall any duplicsts assistance lor the same patient/cese Irom any otfer NGO or sny other source
2) The sssistance from Koshika Foundalion |s only fnancial in nature. The cholce of the testmenlprocedure advised/conducted by the Hospital oh the
patiant, is bansd on the srangement between the patient & the Hospital. snd is in no way Influenced by Koshils Foundation. Hence, the Hoapital will

ussurme solo & complels responsibiity of the treatment & iU's outcome & salety of the patient, and Koshiks Foundation will hiave no fole of reaponsibility
in fhe maiter.
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