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1} By affxing my signature o thumb Imprassion on this Form. | |Applicant) hereby agree & authonise Koshika Foundation and i's Trustees 1o

use/publish/pul-upireproducs my name, addness, phalo & dedmils of the “purposs”, for which such aasistance ks requested/granind, through any
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for which sesistance |s being requested.
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with the Trustess of Koshika Foundation. and their decicson is this regard will be fimal and accepiable io me
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By affixing heseunder, signature of our Authorsed Signatory for recommending this case/patient for finencial assistance Irom Koshika Feundation, wa
(Hospliad) hereby affirm & accept following:
11 #hat we neither are presently nor will in future sveil of fingncial essistance from another NGO or any other source, for the samo patienticass, as wo e
requesting 1o get from Keshika Foundation, Lo the extent that such sssistance in granied by Koshika Foundation. If the requestod assistance i not granted
by Koshéka Foundation, in part or in full, then the Hospital reserves it's ight io make up fhe shortfall from another NGO or sny olhet sewres. Thia
confirmation essentinily stotes that the Hoapital will ot svall any duplicats assistance fof the same patientcase from any other NGO or any other sourcs,
2) The assistance from Keshika Foundation is anly financial in nature, The cheice of the treatmentiprocedurs advised/conducted by [he Hospital on the
patient. is basad on ihe arrengement betwesn the patient & the Heapital, and is In no way influenced by Koshika Foundation. Henca, the Hospital will
assume sole & complels responsibifity of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responséility
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