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1) By affixing my signature or thumd impression on this Form, | {Applicant) hereby agree & authorise Koshike Foundation snd it's Trustess o
usalpublmh/put-up/reproduce my name, address, pholo & detalls of the “purpose”, for which such assistance is requested/granted, through any
mdium, including But not limited 1o verbal, prinl, sfectronic, for soliciling donatlons for Koghike Foundation and/er disseminaling information aboul iU's
activities/nchievorments. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfiimant of the “purpose”
for which assistance |s being requested.

2) | |Applicant) furthar agrea that any such use of my name, address, photo & details of the *purposs”, for which such ass|stance is reguesied/granied,
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with ihe Trustess of Koshika Foundation, and their decision b i1ls regand will b final snd accaplable 1o me
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By afliking hereunder, signature of our Authorised Signatony for recommanding this case/patient for finencial sssistance from Koshika Foundation, we
{Hospitsl) hereby affirm & accep! following:

1) that wa neithar are presently not will in future avall of financial assistance from another NGO or any other source, for the same patienl/case, o8 we arne
requotiing ko gel from Koshika Foundation, to the sxtent that such assistance ks granted by Koshika Foundation, If the requesied assistance s not granied
by Koshika Foundation, in part or in full, then the Hospital reserves it's right o make up the shortfall from anothear NGO or any other source. This
confirmation essentally states that the Hospital will nol avell any duplicate assistance for the same patientcase from any other NGO or any other source,
2} The assistance from Koshika Foundation i only fnancial in nature. Tha choice of the tresiment/procedurs advised/conduciad by the Hospital on the
patlent, B based on the strangement between the patient & the Hospltal, and |s In no way Influsnced by Koshika Foundation. Hence, the Hospital will
sasuma sole & complets responsibility of the treatment & I's oulcoma & safety of the patient, and Koshika Foundation will have no roks o responssiblity
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