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1) By aflixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and It's Trusiaes 1o
uso/publishiput-uplroproduce my name, address, photo & delails of the “purpose”, for which such assistance Is requestedigranted, through any
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activitios/achlovements, Such use of my photo & detais can bo made by Koshika Foundation before or aftlor my treatment or fulliment of the “purpcse”
far which assistance 18 being requesied.
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1) 15 WOR W ared ot W ofad o wiy wuwr, & (sobow) sed wrel o g e o o “wfrer et sl sod e vl sfuge wen { e do o,
W, Wi ot fewn g v e 8, T Ceiow Teg T, o, wew g wctre 3 o) e abt eedeed ¥ fled el o wam s

# vt wrd % S afepr 1 80 wer W Preen St pew @ ol w we & wed ¥ fg " wlfoe e w s s &

2) & (ovhee) v wm O wese € 0 e o, e, el ol fome W e wooe ¥ schd B aie | o we: woee W v TR T W e T

“sifow” ey vk il v fede 3ty ol woesl v

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
oy ¥ e w 22w e

By aflicng hereunder, mammwmmmwuwmmmmn
(Hospital) heraby atfiem & accapt following:

1) that we noither ave presently nor wil in future avall of financlal assistance from ancthar NGO or any other source, for the same patienticase, as we are
requesting to get from Koshika Foundation, 1o the extent that such assistance is granted by Koshika Foundation. if the requested assistance is not granted
by Koshika Foundation, in part of in full, then the Hospital reserves It's right 10 maka up the shortfall from snother NGO o any other sowrce. This
confirmation essentinlly stains that the Hospital will not avail any duphcate assistance for the sama patianticase from any other NGO or any other source
2) The sssistance from Koshika Foundation is only fimancial in nature. The choice of the treatment/procedure advisediconductad by the Mospital on e
patient, s besod on the arrangement between the pation? & the Hosplial and i in no way influenced by Koshika Foundation. Hence, the Hospital wil
sssume sole & complete responsibiiity of the treatment & If's outcome & safety of the patient, and Koshika Foundation will Bave o role of responbitty
In the matiee.
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