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2} | seleminly confirm thal assistance, If recelved from Koshika Foundtion, will be used only for the *purpose”, ne stated in this Form, for which such assistance
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1] 8y atfimng my signature or thumb impression on this Form, | [Applicant) heraty agree & euthorise Koshika Foundation and il's Trustess o
uss/publish/put-up/reproduce my name, address, photo & detalls of the "purpose”, for which such assistance is requestodigranied, through any
medium, Including but nat limited 1o verbal, prnt, electronic, for soliclling donatlons for Koshika Foundation and/or disseminating information about it's
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By affiving hereunder, signature of our Authoriead Signalory for recommending this case/patient lor financal assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following: )

1) thal we nelther are presently nor will in future svail of financial assistance from snother NGO or any other source, for the same pallentcase, o5 we are
raquesting 1o gel from Koshika Foundation, to the extent that such assistance in granted by Koshiks Foundation. |f the requested sssistance s not granted
by Kashika Foundation, in part or in full. then the Hospital reserves I's nght to make up the shorfall from anothar NGO or any other source. Thin
confirmation essentially states that the Hospital will not avaell any duplicate assistance for the same patienticase from any olher NGO or any olhar source
2} Thi assistance from Keshika Foundation is only financial in nature. The choico of the reatmentiprocedure advisadiconducied by the Hospital on the
patient, I= based on the arangement batwesn the patient & the Hospital, and is in no way influenced by Koshika Foundation Hances, the Hospital wh
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i the matter,
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