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1} By affixing my signature or thumb impression on this Form, 1 (Applicant) hereby agres & authorise Koshika Foundation and It's Trustess to
useipublishipul-up/reprodice my name, address, phato & detalls of the “purpase”, for which such assistance is requestod/granted, through any
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with the Trustees of Koshika Foundation, and thair decision is this regard will be final and scceplabla to me.
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By afiixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, wa
(Hospilal) hereby affirm & accepl following:

1} thist we naither are prasantly nor will in future avall of financial astistance from another NGO or any other source, for the same patienticase, as we are
requesiing p gat from Kioshika Foundation, lo the extent that such assistance is granted by Koshika Foundation. f the requesied assistance is not granted
by Koshika Foundation, in part or in full, fhen the Hospital reserves it's nght to make up the sharttall from another NGO or any other sodrce. This
confirmation essentially sintes thal the Hospital will nol avail any duplicate assistance for the same patienticase from any other NGO or any other sourca,
2] The assistance from Koshika Foundation is only financial in nature. The choice of the reatmentiprocedure advised/conducied by the Hospital on the
patient, is based on (ne arrangement belwean fhe patient & the Hospital, and is in no way influenced by Koshika Foundation, Henca, the Hospital will
assume sole & complete responsibilily of the treatment & it's outcome & salety of the patient, and Koshika Foundation will have no role or responsibility
in the malter.
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