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1) By affixing my signature or thumb imprassion on this Form, | (Apglicant] hereby agree & aulhorise Koshika Foundation and I's Trustess to
use/publishiput-upireproduce my name, address, photo & detalls of the "purpose”, for which such assistancs is requesiedigranted, through any.
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2) | (Applicant) further agree that any such use of my name, address, photo & detalls of the ‘purpase’”, for which such assistance is requestedigranted,
will not awiomatically entitle me for receiving or continuing the said assistance. The decision for graniing and'or cantinuing the assistance will resi solely
with the Trusiees of Koshika Foundation, and their decision s this regard will be final and acceptable to me.
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Sy affxing hereunder, signature of our Autharised Signatory for recommanding this case/patiant for financial assistance from Koshika Foundation. we
(Hospital) horeby affirm & accept lollowing:

1) that wa nether are presently nor will in futurs gvall of financial assistance from another NGO or any other source, for the same patent'case, as we are
‘equesting to get from Koshika Foundation, fo the extent that such assistance is granted by Koshika Foundation. If the requasied assistance s nol graniod
by Koshika Foundation, in part or in full, then the Hospital reserves It's right 1o make up the shortfall from another NGO or any other source, This
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