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1) 12y affixing my signature or thumb impression on this Form, | (Appicant) haraby agree 8 authorise Koshika Foundation and It's Trustees to
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megum, incloding but not limited %0 verbad, print, slecironic, for sciiciting donations for Koshia Foundation andior cisseminating information about it's
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8y aflning heraunder, signature of our Authotised Signatary for recommending this casalpatiant for financial assistance from Koshiks Foundation, we
(Hospha!) heredy affirm & sccept following:

1) Mal we nasher are presently nor will in future avall of financial assistance from andther NGO or any other source, for the same pationticase, a8 we are
requesting 1o get from Koshika Foundation, 1o the exient the! such assistsnce is granted by Koshika Foundasion, If the requested assistance is not granted
by Koshika Foundation, in part o in full, then the Hospltal reserves iU's right to make up the shortfall from ancthar NGO or any ofher source. This
confrmaton essontially states that tha Hospaal will net avail any duplicato assistance ‘or the same patienticass from any other NGO or any other source
2) The assistance from Koshika Foundation i only fmancial in nature. The choice of the reatmentiprocedure advised/conducied by the Hospital on the
patent, is based on the arrangement batween the pationt & the Hospital, and i in no way influenced by Koshika Foundation, Hence, the Hospital will

assuma solo & compiete respoasdility of the treatmant & it's outcome § safety of the patient, and Koshika Foundation will have no role or responssbillty
in the matter.
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