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use/publlshipul-up/roproducs my name, address, phote & details of the “purpose”. for which such assisiance is requested‘granted, through any

migdlum, including bt nol limited 1w varbal, prnl. slectronie, for ssliciting donations for Keshika Foundation snd/or disseminating information aboul iU's

activities/achievemants. Such use of my phato & delails can be made by Keshika Foundetion befora or afier my trestment or fulfilment of the "purpose”
for which assisiance s bilng reguesied

21| (kpplizant) further agres thal any such use of my nema. addres2, pholo & datalls of the "purpese”, for which such assistance i requestedigranted,

will not sutomatically entitle me for racaiving or conlinuing the seid sssistance. The dedslan for granting andlor continuing the assistance will rest solaly
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By affixing hareunder, signature of our Aulliorised Signalory for rosommending this caged/patient for financial assistance fom Koshika Foundation, we
{Hospital) heraty affirm & accept following:

1} thasl wa maither are presenily nar will in future avall of financiai ssalstance fram another NGO or any other sodrce, for tha same patienl'ocase, 68 We are
requesting to get from Koshika Foundation, 1o ihe exlent thal such assistarce is granted by Koshika Foundation. If the requesied essistarce s not granted
by Koshika Foundstion, in part o in (ull, then the Mospital reserves its right 1o make up tha shorfall from anather NGO or any other source. This
confirmation essentially states that the Hospital will not mvall any duplivate aeststance fdr the same patient/case from any other NGO or any other sourca.
2) Tha assistance from Koshika Foundation is only financial in nature. The cholce of the treatment/procedure advisediconducted by the Haspital on the
patient, ks based on the amangament between the patient & the Hospital, and I8 In no way influenced by Koshiks Foundation. Hence, the Hospital will
assume sole & complate responalblilly of the treatment & it's outcome & safety of the patient, and Koshike Foundation will have no rofe or responsibility
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