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1) By affixing my signature o. thumb i; pression on this Form, I lApplicanl) hereby ag.ee & authorise K;shika Foundation and il,s Trustees to
use/publish/pul-upheoroduce my name , add.ess, pholo & details of the 'purpose., tor which such assistance is requested/granted , through any
medium, inctuding but not limated to verbal, pnnt, elechonic_ tor soliciting donations for Koshlka Foundation and/o. disseminati ng informatjon about it,s
activities/achievements. Such use of rhy photo & delails can be made by Koshika Foundalion befo re or after my heatment or fulfilment of the .purpose"for which assistance is being requesled
2) I (Applicant) Iurlher agree thal any such use of my name. address, pholo & detajls of lhe "purpose'. for which such assistance is requesled/grantedwill not automatically eniitle me for ieceiving or continuing the said assistance. tne aellsion for granting and/or continui

d accoplable to me
ng the assistance will ;st solely

with the Trustees of Kos hika Foundation, and their decision is this regard wilt be finat ail) w ry, y{ rcvi E{f,m{ qr ii,r} al En iqF.{, d <er+€) ,qq_{ qlqfr al ge o,rdr t C,r "+tRr6r vtTgnr ,at ss+ <rtr ,,*t qfrtir om (ft+nan,vdl, t6td .*{ i fdqM f{ yc? { dE? t, .t "6tfr|6l,, qq 4S, <R, crrryqr {st B+{q { qS,rFdhM lch Bq-dErd d H ffi $ vqr{ CIEIqi rsrft-d cli t fdq qnrtfl tr it cc, 6r fcc{q ii Fdrc + qld qr qR t Eri + f€c 'Eiftrfir srJls{" I erS rnnrqa tt2) d (qr+({) y{ qn i {6c? tfn tn rc, ydr, sld otr fq-flrr d fd s{rcdr + BGsd i mh t gi Rktr Rrrrifl sr ?tr<R iA v{r r !g fis {"EtftH" fq Bsd qfirql 6! f{rfq strdq s*{ arqqrt drttl

By affixing hereunder, srgnatu re of ourAuthorised S for recommending this case/patient for financial assislance lrom Koshika Foundation, we
(Hospital) hereb y affirm & accepl following

ignatory

1) thal we neilhea are pres enlly nor will in future avatl of financial assislance from anothe. NGO or any other source, tor the same patienucase, as we are
requesling lo get from Koshika Foundation, to the extenl that such asststance is granted by Kosh ika Foundation. I the requested assistance is nol oranted
by Koshika Foundation, in part or in full, then th8 Hospital reserves it's dght to make up the shorfall trom another NGO or any other source. This
conf irmalion essentiall states thal the Hosoi

Koshtka Foundation i

v
2)The assistance trom

talwill not avail any duplicate assistance for the same patieiucase faom any other NGO or any other sources only financiat an nalure. The choice of the treatmenuproced ure advised/conducted lhe Hospital on the
patienl, is based on the arrangemenl between the patient & the Hospital, and is tn no byassume sole & comD
rn lhe lhatter

lete responsibility of the treatmenl & il's oulcome & safety of lhe
way influenced bv
patient, and Kostiika Foundation will havd no ro Ie or responsjbility

Koshika Foundalion Hence the Hospital wilt
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