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1] By affixlng my signalure or thumk Impression on this Form, | (Applleant) hergby agres & authedss Koshika Foundaton and it's Truslees (o

use/publish'pul-upirepreduce my name, address, photo & details of the "purpase”, for which such assistancs | requestedigranted, thraugh any
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By affixing hereunder, signature of aur Authoread Signatary for resemmanding this casafpatient [or financial assistance (rom Kashika Foundalion, we
[Hospfal) hargby affinm & accept Tolbowing:

1) thal we neither arg presently nor will in fulure ayvail of financiel assistence from anolhar NGO or any cther scurce, for the same patienl'case, as wea are
requesling to get fnom Koshika Foundalion, (o the extant thal such assislance 15 granlad by Koshike Foundalon, |f the requested assistance is not granled
by Kozhika Foundaton, in par ar in full, then the Hospdtal reseryes it's dght 1o make up the shortfall from anothar NGO ar any other source. This
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2} The assistance from Koshika Foundation is only financial in nature. The chaice of the treatmentiprocedure advisediconducied by the Hospital oa the
patient, i3 bazed on the srrangamenl berwesn the patienl & the Hospital, and is in na way influsnced by Kashika Feundation, Hence, the Hospital will

agsume 50l & complele responsibility of the reatment & It's cutcome & salaty of the patienl, and Koshika Foundation will have no rale of responsibility
in the matier.
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