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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authoriss Koshika Foundation and Ifs Trustses 1o
use/publishiput-upireproduce my name. address, photo & detads of the “purpose”, for which such assistance is requestedigranted, through any
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reguesting io gel from Koshiks Foundation, 1o he axdent that swch sssistance is granted by Koshika Foundation. If the requested assistance is not granied
by Koshika Foundation, in part or in full, then the Hospital reserves if's right to make up the shortfall from enather NGO or any other sounce. This
confimation essentially states that the Hospitsl will not vall any duplicate assistance for the same patient/case from any other NGO or sny other source.
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patient, is based on ihe arangemant betwsen the patlent & the Hospital, and is in no way influsnced by Koshika Foundation, Hence, the Hospital will
assume sole & complate responyibility of the treatment & it's outoome & safety of the patient, snd Koshika Foundation will have ne rols of responsibility
in the matter
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