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1) By affiong my signature or thumb impression on this Form, | (Applicant) hereby agroe & suthonse Koshia Foundation and 1's Trustees 10
use/publshput-upireproduce my name, address, pholo & detsis of the “purpose”, for which such assistance is requestedigrantod, through any
medum, InCluging but not mited 10 verbad, prnl, electronic, for solicing donations for Koshika Foundalion andior disseminabing information about it's
activies/achievements. Such use of my photo & detalis can be made by Koshika Foundation before or aftor my treatment or fuliment of the “purpose”
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with the Trustees of Koshia Foundation, and their decision is this regard wili be final and acceptabie to me
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By affixing hereunder, sionature of cur Authorised Signatory for recommending ihis casalpatient for financial assistance from Koshika Foundation, we
(Hospital) hereby affen & accept foliowing:

1) that we neither ace presently nor will in Riture avall of Rnancial assistance from anciher NGO or any other source, for the same patient/case, as we are
requesting 1o el from Koshika Foundation, 10 the exient that such assistance is grantod by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part o in full, then the Hospital reserves it's right 10 make up the shortfall from ancther NGO or any other source. This
confirmation essenlially states that the Hospital will not aval any dupiicate assistance for the same pationt/case from any other NGO or any other source
2) The assistance from Kosivka Foundation is only financial in nature. The choice of the treatmentiprocadure advisadiconduciod by the Hospitat on the
pationt, is basad on the arangement batween the patient & the Mospital, and Is in no wary influenced by Koshika Founcation. Henoes, the Hospital will
assume solo & completo responsibiity of the treatment & It's outcome & saflety of the pationt, and Koshika Foundation will have no role of tesponsibity
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