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rejecton/cancaliaton.
2} | stiermedy confem Ihat assistance, If tecewed from Koshica Founcation, will be used only for the “purpose”, 23 stated in tay Form, for which such assstance

wars requesied by me.
3} | horedy confrm Dat | have not & wit not in future, avall of reimtursement, i part or in full, rom any ofher sourcaiemployenineurance compary, of the amount

for which this sasistance is requested.
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1) By affixing my sigratre o thumb imgression on this Form, | (Applicant) hareby agroo & suthorise Koshika Foundation and it's Trustees lo
use/publahVput-upireproduce rmy name, address, photo & dotals of the “purpose”, for which such assistance Is requestodigrantad, through any
medium, incuding dut not limitod 10 verbal, prin, sloctronic, for soliciling donations for Kothixa Foundaion andlor disseminating information about 's
activies/achiovements, Such ese of my photo & detalls can be made by Koshika Foundation before or afier my treatment or fulfiment of the “purpose”

for which assistarce |3 being requesied.

2) | (Applicant) further agree that any such use of my nama, address, photo & detalls of the “purpose”, for which such assistance is requostodigranted,
wil not momatically enlitle me foc recahving or continuing the said assistance. The decision for granting andior continuing the assistance will rest solaly
with the Trussees of Kashika Foundation, snd their decision is this rogard wit be final and acceptable to me,
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(Hospial) hereby affierm & accep! folowing:
1) that we neither are presantly nor will in future avaii of Snanclal assistance from ancther NGO or any ofher source, for the same patient/case, as we are
roquesting 10 get fom Koahls Foundasion, 10 the axtent that such assistanca is gransted by Koshiks i the requested assistance i not granted

by Koshika Foundation, in part o In iull, then the Hospital resarves IY's right 1o maka up the shortfall from another NGO or any other souwrce. This
confiemation essentally stales thal the Hospital will not avall any duplicale assistance for the same patient/case from any other NGO or any cther scurce.
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patient, i3 based on the arrangement batween the patient & the Hospial, and Is in no wary fluenced by Koshika Foundation. Hence, the Hospita! wil
assume soke & complede resoonsibiity of the reatment & I's outcome & safety of the pasent, and Koshika Foundation will have no role or responsibitty
m the maller,
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