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1} By alldng my signature or thumb impression on this Form, | (Appiicant) hereby agree & authorise Koshika Foundation and if's Trustees fo
use/publsh/put-up/mproduce my nama, address, pholo & detsils of the “purposs”, for which such aesistance ks roquesiodigrantad, through any
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By aflixing hereunder,- signature of our Authonsed Signatory for recommending this casefpatient for Anancial assistance from Koshika Foundaton, we
(Hospital) harehy aflirm & accept falowing:

1) nal we neftner sre presently nor will in future avall of fnancial assistance from another NGO or any other source, for the same patisntcace, as we an
requasting to gel rom Koshika Foundalion, (o the extént that such assistance is granted by Koshilka Foundation. Il the requestied assistance (s not granted
by Hoshika Foundation, in part or in ful, then the Hospital reserves it's right to maka up the shortfall from another NGO or any other source. This
confirmation essentiaily states thet tha Hesplial will nol avall any duplicate aesistance for the same pafiont/case from any other NGO or any other source
2) The sssistance from Keahika Foundation s only financial in nature, The cholce of the reatmentprocedure adyised/conducted by the Hospital on the
patiant, is bazed on the armangement between the patient & the Hospital, and s in no way influenced by Koshika Foundation, Hence, the Hospital will
assuine sole & complete responaibiity of the reatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsiility
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