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1) By affizing my signature o thumb impression on this Form, | (Applicant) hereby agroe & authorise Koshika Foundation and it's Trusiess to
uea'publishiput-upireproduce my name, address, photo & details of the “purpose”, for which such assistance is requestedigranied, through any
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By affixing hereunder, signature of our Authorised Signatory for recommeanding this case/patient for financal assistance from Kashika Foundation, we
(Heospital) hareby sfirm & accepl lolowing:

1) thoot we nediher are presently nor will in future aval of financial sssisiance from another NGO or any other source, for the same pafient'case. as we gne
requesting 1o gel from Koshika Foundaton, Io he axient thal such essistance s granted by Koshiks Foundation. Il the requestad assistance is nol granied
by Koshika Foundation, in part or In full, then the Hospital reserves &'s right 1o make up the shortfall from another NGO or any ether source. This
confirmation essentinlly states thal the Hospitsl will not avall any duplicale assistance for the same patisnt/casa from any other NGO or sny other source
2) Tha assistance from Koshika Fourdation is only financial in nature. The chaice of the treatmentiprocedure: sdvisediconducied by ihe Hospital on the
pitient, & based on he arrangament betwesn the patient & he Hospital, snd & in no way influenced by Koshika Foundation. Henca. tha Hospaal wil

assurme sole & complete responsibdity of fhe reatment & IU's outcome & ssiety of the patient, and Koshika Foundation will have no rmla or risponsibdity
in Thi muatiar.
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