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1} By afflang my sigriature or thumb impression on this Form, | (Apgficant) heroby egres & authorss Koshika Foundation and s Trustees 1o
use/publishiput-upireproduce my name, address, photo & details of the “purpcse”, for which such assistance is requested/granted, through any
medium, including tut nal limited 1o verbal, print, electronie, fac soliciting donatians for Koshika Foundation andfor disseminating information about it's
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By affining haseunder, signatUre of our Authorised Signatory for recommending this casefpatient for financial assistance from Koshika Foundation, we
(Hospital) heraby affirm & sccept following:

1] thal we neither are prasently nor will in future avail of financial assistance from snother NGO or any pther spurce, for the same pallentcase. as we are
raquesling lo gel from Koshikas Foundation, to the axtsnt that such assistsnce is granted by Koshika Foundation, If the requesied assistance i& nol granted
by Kashika Foundatken, in part or in full, then the Hospitel reserves il's right to make up the shortfall from nnolher NGO o any oiket source. This
confirmation eszantially slates thal the Hospital will not avail any dupiicate nsskstance for the same patienticase from any olher NGO or any athsr suutce
2) The assistance from Koshika Foundation is only financiad in nature. The choice of the ireatmentiprocedute ndvisadiconducind by tha Hospltal on tha
patient, is based on the armangement batween the patient & tha Hospilal, arid is in no way influenced by Koshika Foundation Hence, the Hospital will

asslime sola & compigte responsibility of the treatment & it's outcome & safety of the patienl. and Koehika Foundation will have no role or responsibility
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