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1] | hevaty condirm il a8 detais in this Form am Trua Lo the best of my knawledgs. Isise statement will render my Application & ongelng assistance, If any,
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1) By affung my signature or humd impression on this Form, | (Applicant) hessby agres & nuthoriss Koshiks Foundation and if's Trustees to
use/publish/pul-up/reproduce my name. address, pholo & detalls of the “purposs”, for which such sssistance is requestedigranted, through any
medium, including but not limited 1o verbal, print, slectronic, for soliciting donations for Kashika Foundation andior disseminating informalion about it's

actrvillosfachievements. Such ueo of my photo & datalls can be made by Hoshila Foundation before or after my ireatment or fulfiiment of ine “purpose”
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By affixing hereunder, signaluie of our Authorised Signatory for recommanding this case/patient for financial assistance from Koshika Foundation, we
(Hosphal) hersby %irm & accept following:

1) that wa nelthar ane presently not will in future avall of inoncal sssitance from analhar NGO o any othar source, lor the seme pallent/case, &b we &re
requesting to gel from Koshika Foundation, to fhe axtent thal such assistance is granted by Koshika Foundation, If the requested assistance is nol granted
by Koshikn Foundstion, in part of in full, then the Hospitsl reserves it fight to make up the shorifall from anolher NGO or any othsr source, This
confirmation essentizly siates that the Hospital will not avail any duplicate asststance for the same patient/cese from eny other NGO or any ofher source:
2) The asslutance from Koshika Foundation is only financial in neture. Tha choioe of the restmentiprocedurs advised/conductad by the Hospital on the
paiient, is based on the armangement between the patient & the Hospital, and s in no way influanced by Koshika Foundation. Hence, the Hospital wil

assume salo & complute responaitdlity of the treatment & it's outcome & safety of the patient, snd Koshika Foundation will have no role or respansibility
in the matier,
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