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1) By affing my signaturs o humb impression on this Form, | (Applicant) heteby agree & authoriee Koshika Foundation pnd If's Trusteos to
use/publish/put-up/improduce my name, sddress, pholo & details of the “purpose”, for which such assistanca s requosiedigranted, through any
madium, including bul not limited to verbal, prinl, slectronic, for soficiting donations for Koshika Foundation andior disseminating information about if's

acivillesiachievamenits. Such use of my pholo & delails can be made by Koshika Foundation before or after my realment o fulfimant of the “purpose”
for which assistance is being requestad
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with thie Trustees of Koshika Foundation, and their decision iu this regarnd will be final and accaptable 1o me
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By affixing hereunder, signatura of our Authorised Signatory for recommanding this case/patiant for financial assistance from Koshika Foundation, we
(Hompital) heraby affirm & accept Tollowing!

1) that we neither are prasently hor will in fulure zvall of financial sssistance from another NGO or any other source, for the same patient/case, s we ane
requirsting 1o get from Koshika Foundation, to the exient that such assistance is granied by Koshikn Foundation. if the requested assistance is nol granted
by Koshika Foundation, in part of in full, then the Hospital reserves II's right lo make up the shortfall from another NGO or any olher source. This
confirmation sssentlally stites that the Hospital will not avadll any duplicats ssaistance for the same patienticase from any other NGO or any other source
2} The sssisiance from Moghika Foundstion & only financial in nature. The cholce of the treatment/procedure advised/oonducied by the Hospital on the
patiant, is bassd on the arfangement batween the patient & the Hospital, and is In no way Influsnced by Koshika Foundalion. Hance, the Hospital will
assume sole & complets responsibility of the trestment & Ii's outcome & safsty of the patlent. and Koshike Foundation will have no role or responsitility
in ihe matber.
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