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1} By affixing my signature of Mumb impeession an fhis Form. | (Appiioant) horeby agree & authoriss Koshika Foundation and ' Trustess 1o
usa/publishiput-upireproduce my nEme, addeess, fholo & detals of the “purpose’, for which such assistance is requestadigrantad, through any
medium, Incliding bl not imiied lo verbal, print-alectronic, Tor saliciling danations far Koshiks Foundation and/or disseminating information aboul il's
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By affing hareunder, signature of our Autharised Signatory for recammending this kaseipatient for financial assistance from Koshike Foundation, we
[Hospital) hereby afflmm & accept folowing.

1) that we nisither are presantly nor will in fulure gvall of financial sesisiance from another NGO or any dltvef saurce, for the same palient/case, &8 we Are
requeshing 1o yet from Koshika Foundation, Lo the extent thal such sssisiance is granted by Koshika Foundation. If the requested assistance is not granted
by Kashika Foundation, In part of in Rll, then the Hospital resarven i's fight 1o make up the shortfall from another NGO or any other source, This
confirmation essantlally stutes thal th Haspital will nat avall any duplicats assistance lor e same patient/case from any other NGO ar-any other source.
2| The sssisiance from Koshika Foundation is anly linencial in natire The choice of the treatment/protadurs edvised/conducted by the Hospital on the
patient, s basad on the arangamunt between the patient & the Hospital, and is in no wiy influenced by Koshike Foundation, Hence, fhve Haspital wil
assume sole & complete responsibility of the treatment & i's putcome & salety of the patiert, and Koshika Foundation will kave no role of responsibility
in 1ha mattar.
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