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By affixing hereunder, sagnature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept followingi
1)that we neither are presently nor will in future avail of financial assistancg trom anothor NGO or any othet source, tor the same patienucss€, as we aro
requesting to gel {rom Koshika Foundation, to lhe extent that such assistance is graoted by Koshika Foundation. lfthe requested assistance is not granted
by Koshika Foundation, in part or in ,ull, thsn the Hospjtal roservos lt's right to mak€ up tha shortfall ,rom another NGO ot any other source. Thas
cufirmation essentially stales that the Hospital will not avail any duplicate assistrance for the same patienucase from any oth'er NGO or eny othsr sou.ce.
2) The assislance from Koshika Foundalion is only financial in nature. The choics of the keatnenup.ocadure advised,/co;ducted by the Ho;pitat on the
patient, is based on the arrangement between the patienl & the Hospital, and is in no way inlluerced by Koshika Foundation. Hen;, the Ho;pibt wifl
assume sole & complele responsibility of the treatment & it's outcoms E safety of the patient, and Koshika Foundation will have no rols or responsibility
in the matler

l) By afliring my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trust€qs to
use/publjsh/pul-up/reproduce my name, address, photo & details ot the 'purposg', lor which such assistance is requested/granted. through any
medium, including but not limiled to verbal, print, electronic, fo. soliciting donations for Koshika Foundation and/or disseminating information about it's
activities/achlevements. Such use of my photo & details can be made by Koshika Foundation befo.e or after my treatment o. fulfilment of the 'purpose"
lor which assistance is being requested.

2) I (Apphcant) furlher agree that any such use of my name, add.ess, photo & details ofthe'purpose', for which such assisiance is requssted/granted,
will nol automatically entille me for re@iving or clntinuing the said assislance. The decision for granting and/or @nlinuing lhE assistance will rest solely
with the Trust€es ot Koshika Foundation, and their docision is thls regard willb€ flnal and ac!€ptable to ms.
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