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1] By affixing my signaturs or thumb impresstan on this Form, | (Applicant) hereby agree & authorse Koshika Foundalion and It's Trustees to
use/publishiput-up/reproduce my nema, address, pholo & details of the "purpose”, for which such assistance is requested/granted, through any \
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By affixing hereunder, signaturs of our Authorised Signatary for recommending this case/patient for financiat nesistance from Koshikn Foundation, we
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1) that we nelther are presently nod will In future avail ol financial assistance from another NGO or any other source, for the same patlent/case, as we are
roquesting to gel from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested sssistance is not granted
by Koshika Foundation, in part or in full, than the Hospital reserves i's right 1o make up the shortfall from anciher NGO or any other source. This
confirmation essentally states that the Hospital will not avall any duplicate ssststance for the same patientioase from any other NGO or sny ofher source.
2) The assislance from Koshike Foundation is only financial in nature, The cholee of the treatmentiprocedure edvised/conducted by the Hospital on the
patient, ls based on the srrengement between the patient & the Hospital, and Is in no way influsnced by Koshika Foundation. Hence, the Hospital will
la-m;_lmm sole & complete resgonsibllity of the realment & It's cuteoms & safety of the patient, and Koshiks Foundation will have no rle or respensibility
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