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2) 1 sobarmnly confirm thet awsistance, if received hrom Koshika Foundation, will be used only for the *purpose”, as stated in this Form, for which such assistance
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11 By affixing my signature or thumb impression on this Form, | [Applicant) hereby agree & authorise Koshika Foundation and I's Trusiees io
ussfpublishiput-up/reproduce my neme, address. photo & detalls of the “purpase’, for which such assistance is requested/granted, thraugh any
medium, inctuding but not limited fo verbal, print, electronic, lor soliclting denations for Koshika Foundation and/or disseminating information about if's
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with the Trustees of Koshika Foundation, and thelr decision Is this regard will be final and acceptable o me.
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By sffixing hareunder, signalure of our Authorised Signatory for recommending this casefpatient for financlal assistance from Koshika Foundation, we
{Hospitsl) hereby affirm & sccept following:
1) that wa nedther are presently nor will in future seall of finsncial assistance from another NGO or any other sourca, for the same patient/cass, as we are
requesting to gat from Koshika Foundation, to the exiant that such assistance is grantsd by Koshika Foundation, If the requested assistance is nol grantad
by Kashiks Foundation, in part of in full, then (ke Hospltal resarves it's fght o make up the shartfall from another NGO or any other soufcs. This
confirmation essantislly states that the Haspltal will not avall any duplicate assistance lor the same patlent/case from any olher NGO or any othar source.
2) The sssistance from Koshika Foundation is only financial in nalure. The choice of the treatment/procedure advised/eonducied by he Hospital on the
pathant, s based on the arrangement batwesn the patlent & the Hospital, and is In no way influenced by Koshlka Foundation, Hence, the Hoepital will

sesUuma sole & complate responsibifity of the treatment & it's outcoma & safety of the patient, and Koshika Foundafion will have no role or responsitility
in the matter.
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