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1} By affixing my signatura ar thumb impresslon an this Fomm, 1 iApplieant) hereby agres & authorise Koshika Foundalion and it's Truslees lo
use/publishiput-upireproduce my name, address, photo & details of the "purppea”, for which such assislance is requestedigranded, thrgugh any
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By affixing hereunder, signalure of cur Authorised Signatory for recommending Ihie case/palient for financial assistance rpm Koshika Foundation, we
{Hospital] hereby afirm & accepl following:

1] that we neither are presently nar will in future avail of inancial pssislance from anolher NGO oF any glher souree, lor tha same paligniicase, as we 8e
reruesiing 1o get from Koshika Foundation, to the extent hat such assistance is granted by Koshika Faundatian. il the requested assistance is not granted
by Kushika Foundalion. in part of in full, then the Hospital resarves it's right ko maks up the shortfall [rem another NGO or any othar source, This
confirmetion eesantially states that the Hospital will not avail any duplicate assistance I9r the same petienticase from eny other NGO or any other sgurca
2} Tha assistance from Koshika Foundation is only financial in nature. The choige of the treglmentpracedure advisediconducted by 1he Hospital on the
patienl, b5 bassd on the artangemant between the patient & tha Haspital, and is In v way influenced by Keshika Foundation. Hence, the Haspital will
acsume sole & complete responsiblity of the Ireatmanl & it's cutcome & safety of the petient, and Koshika Foundation will have no rgle of responsibiliby
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