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1) By affucng my signalune or thumb impression on is Form, | (Applicant) hersby agres & authorise Koshika Foundation and If's Trustees o
usepubiahiput-upireproduce my name, address, photo & details of the “purpose”, for which such sssisiance ls requestedigranted, thraugh any
mmediim, including bid not limited 1o verbial, print. elactronic, lor soliciting donations for Koshilka Foundation andior disseminaling information about if's
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By affixing hateunder, ugnalute of oul Autharised Signatory lor recommaending this casaipatient for inancial sssiainnce from Koshika Foundation, we
{Hosgpitad) herety affirm & accept folowing:

1) that wa nalthar soe presently nod will m future avall of financisl essigtance from anather NGO or sny other source, for the sams pallent'case, i Wwe oM
requesting it get from Koshika Foundation, to the sxdant that such assistance s granied by Koshika Foundalion, If the requested assistance is not granted
by Koshia Foundation, in part of in full. then the Hoapital reserves iU's right 1o maks up the shortfall from another NGO or any othaer source. This
confirmaton essentially states that the Hospizal will not svall any duplicate assistance for the sama patient/case from any other NGO or any other source
2) The astistance from Koshila Foundation is only financial in nature. The choice of the treatmentprocedure advisediconducted by the Hoapital on the
patisnt, is bassd on the smansgement between tha patiant & the Hospital, and is in no way influsnced by Koshika Foundation, Hancs, the Hospital will
ussuma sole & complets responalbiity of the eatmaent & it's outcome & safety of the patient, end Koshika Foundation will have no role o respomsibility
in the matier.
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