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1] By affuing my signalure or humb impression on this Farm, | (Appllcant) heraby sgree & suthoriss Koshiks Foundation and it's Trustees 1o
use‘publish/put-up/reproduce my name. address, photo & details of the “purpose”, for which such assistance is requested/granted, through any
medium, inchading bul not Imiled 1o verbal, prinl, ekscironic, lor soliciiing donstions lor Koshika Foundation and/or disseminating information sbout it's
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wilh tha Trustees of Koshika Foundation, and their decision s this regard witl be final and accepiable 1o me.
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By affixing hereunder, signatute of our Authorised Signalary Yor recammending ihis case/patient for financial assistance from Koshvka Foundaiion, we
(Hospital) hereby afrm & sccept following: !

1) thot wa neitiver sre presently noe will in future avall of inancial assistance from another NGO or any other source, for the same patient/case, as we are
reguasting 1o gel from Koshika Foundation, 1o the extent that such sss:stance ia granted by Koshika Foundation, If the requested asssstance is nol granied
by Koshika Foundation, in part or in full, then the Hospital reserves It's right to make up the shorifall from another NGO or any other sowrce. This
confirmation essentially states thal the Hospital will not avall any duplicste assixtanca for the same patient/case lrom any offsr NGO or &ny other source
2) The ssuistance from Koshika Foundation is only financlal in nature, The cholee of the reatimentiprocedure advisediconduciad by the Hospital on the
patent, ks basad on the srangement between the patient & the Hospdal, and (s In no way infiuemced by Koshika Foundation. Hence, 1he Hospital will

assums sole & complets responsibiity of the treaiment & it's outcoma & safefy of the patlent. and Koshika Foundation will have ne role or responsiiiny
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