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1) By aflrrrng my srgnalure or thumb rmpressron on thrs Form. I (Appxcanl) hereby agree & aulhoase Koshika Foundallon and tl s Truslees lo

use/gubtish/pul-up/reproduce my name. address. photo & details ol the "purpose" lor which such assistance is requesled/granted. lhrough any

medrum. inctudrng bul nol timited to verbal. pnnt, electronic, for soliciting donalions for Koshika Foundalion and/or disseminalinq inlormalion about rl s

aclivtlies/achaevements. Such use of my pholo & delails can be made by Koshika Foundation before or afler my taeatmenl or llrllilment of the "purpose"

lo. which assrslance is being requesled

2) I (Apptrcant) Iurlher agree that any such use ol my name address. photo & detarls ol lhe purpose', for which such asgistanco is requested/grantod,

wrlt not a!lomatrcatty enl.lte me for recervrng o, conlrnurng the said assrstance. The decision lor g.antrng and/or continuing lhe assislance will rBst solely

with lhe Trustees ol Koshika Foundation. and lhei. decision is this regard will be linal and acceptable to me
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By alfrring hereunder. signalure ol our Authonsed Signatory {or recomrnending this case/patrent lor finanoal assrslance from Koshrka Foundatron. we

(Hosprtal) hereby affinn E accepl following:
1) lha! we neilher are presqntly nor will in lulure avail ol financial assislance lrom another NGO or any other source, for the same palent/case, as we are

requesling to gel from Koshika Foundation, to the extent thal such assislance is granted by Koshika Foundation. lf the requested assistance as not granled

by Koshika Foundation. in pari or in full. then the Hospalal reserves it's right to make up the shortfall from another NGO or any other source. This

confimalion essenlially states that the Hospital will nol avail any duplicato assislance for the $me patisnucass from any other NGO or any olher source.
2) The assrstance from Koshika Foundation is only financral in nature. The choace ol the lreatmenuprocedure advised/conducled by thg Hospitalon lhe
palienl. is basad on lhe affangemenl between lhe palienl & lhe Hospilal. and rs in no way influenced by Koshika Foundalion. Hsnc6, lhe l-iospilal will
assume sole E complele respons,brllly ol lhe lreatmenl I rl s oulcome & sgrely ol the patient. and Koshika Foundation will have no role or responsibilrty
in lhe maner
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