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1} By aMsing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorive Kosivika Foundation and it's Trustees o
usa/publish/put-upireproduce my name, address, phalo & details ol the “purpose”, for which such assistance is requesiadigrantad, through any
medium, includng but not imied to verbal, print, electronic, for soliciing donations for Koshika Foundation andfor disseminating information about if's

aclivilesfachievements. Such use of my phole & detalls can be made by Koshika Foundation bafore or afier my troatment of fuffiment of the “purpose”
for which essisiance is being requesied.
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wilh tha Trusiees of Koshics Foundation, and their declsion ks this megard will be final and acoaptable io me.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hespital) hersly affirm & accept

1) that we noither et presently nor will in Riture avall of financisl sssislance from another NGO or any other source, for the same patienticase, @5 we ane
requesting to get from Koshika Foundation, 1o the extent that such assistance is granted by Koshika Foundation. If the requesisd assistance is nol granted
by Koshika Foundation, in part or in full, then the Hospitel reserves it's right to make up the shorifall from another NGO or any offier source. This
corfirmaton essentizlly states thal the Hospital will nol @il any duplicsts assistence for the sams patlentcase from any olher NGO or @my othér source.
21 Tha sssistance from Koshika Foundation is only financial in nature, The choxe of the treetmentiprocedure advisediconducted by the Hospital on the
paten, k= based on the srrangemisni betwean the patient & the Hospital, and i= in no way influenced by Koshika Foundation. Hence, (he Hospital will
assume sole & comglote responsibifity of the treatrment & it's outcoms & satety of the patient, and Koshika Foundation will have no rle of respons bty
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