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1) By afiming my sgralure or thumb impression on this Form, | (Applicant) hereby agres & authorise Koshika Foundation and It's Trustess 1o
ut/publmh/pul-up'reproduce my name, address, photo & details of the “purpose”, for which such assistance i requestedigranted. through any
medium, inchiding but not limitsd to verbal, print, slectronlc, for solicting donations for Koshika Foundation andlor disseminating information sbout it's
actvitiesfachisvements, Such use of my photo & detalls can be made by Koshike Foundation bafore or after my trostmant or fulfliment of ihe *purpese”
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By affixing hereunder, signalue of our Authorsed Signalory lor recominending this case/paliant for financial assisiance fom Koshika Foundation, we
(Hospitsl) hersby affirm & acoept following:

1) thal we nedher are presently nor will in lutuse svedll of financial esalstance from anothed NGO o any other source, lor the same palient/case, as we are
requasting to gal from Koshika Foundation, 1o e extent that such assistance is granted by Koshiks jon, If the requesied sssistance = nol grantad
by Konhika Foundation, in par or in full, then the Hospital reserves iU's right to make up the shoritell from anoiher NGO or any other source. This
confirmation esseniially stales thal the Hospitsl will not avall any duplicain assisiance for the same pabent/cass from any other NGO or any other source.
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assuma solo & complets responsibility of the treatmant & il's outcome & anfety of the patient. end Kashike Foundation will have no rolo of responaitidity
in the maitter
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