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2) | sclomndy confirm that assistance, If received fkom Koshilka Foundation, will be used only for the “purpase”, as stated in this Form, for which such
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sctvitios/achievernants. Such use of my photo & detals can be made by Koshika Foundation before ot after my treatment of fulfilmont of the “purpose”
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will not automatically entitie me for receiving of continuing the said assistance. The docision for granting sndio continuing the assistance will rest solely
with the Trustees of Koshia Foundation, and their decision s this regard will be final and acceptable to me
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By afxing harounder, signature of our Authorised Signatfory for recommending Bis case/patient for inancial assistance from Koshia Foundason, we
(Hosptal) heteby affirm & accept following:

1) hat we nefther are presenty nor will in future avell of financial assistance from another NGO or any other source, for the same palienticase, as we are
mauesting 1o get from Koshika Foundation, 10 the extent that such assistance Is granted by Koshixa Foundation If he reguested assistance is nol granted
by Koshika Foundation, in part o¢ in A, then the Hospital reserves it's right to make up the shorttall from another NGO or any other source This
confirmation essentisly stales that the Hospital will not avall any duplicate assistance for the same patienticase from any other NGO o any othes source
2) The assistance from Koshica Foundation s only financial in nature. The choice of the treatment/procadure advised/conducied by the Hospital on the
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pssume sole & complets responsibiity of the ealment & &'s outcome & safety of the patient, and Koshika Foundation will have no role of responsibility
In the matler.
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