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1) By affixing my signature or thumb imnpression on this Form, 1 (Applicant) hereby agree & authorise Koshika Foundation and 's Trusiees to
useipuSlisthvput-upteprococe my Ramo, sddress, photo & dotals of the “purpose”, $or which such sssistance s requasiadigranied, hrough ssy
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with e Trusiaes of Koshika Foundation, and their decision is this regard will be fingl and accoptadle 1o me.,
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By afing hercunder, dignature of ow Authorised Signatory for recommending this caseipationt for financial assatance from Koshika Foundation, we
(Hoopital) heredy affirm & accopt following:
1) that we naithar are presently noe will in future avail of financial assistance from sacther NGO or any other source, for the same patierticase, as we are
roguesting % got from Koshika Foundation, [0 the extent that such assistance is granted by Koshita . If the requested assistance & not granted
by Koshika Feundation, in part o in full, then the Hospital reserves it's right 1o make up the shorttall from another NGO or any other saurce. This
confiemation essentally sizles that the Hospital will not avall any dupicsto sssistance for the same patient/cass from asy other NGO of any ofher scurce.
2) The assistance fom Koshika Foundation is only financial in nature. The choice of the treatmentprocedure advised/oonducted by the Hosplal on the
patient, is based on the amangemant betwesn the patient & the Hospltal, and is in no way influenced by Koshika Founcation. Henca, he Hospita! wil
Ussumie sole & compledo responsliility of the treatmont & I's cutcome & safely of the patient, and Koshia Foundation will have no role of resgonsibiity
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