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1) By affuing my mgnature or umb impression on this Form, 1 (Applicant) heraby agres & authorisa Koshiks Foundation and It's Trusiess 1o
use/publish/pul-up/reproduce my name, address, pholo & details of the “purpese”, for which such assistance is requested/granted, through any
Frdium, incluting bt not limited 1o viertal, print, slectronie, for soliciling donations for Koshika Foundatien snd/or disseminaiing information about it's
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will not automaticalty entitle me for receiving or continuing the said assistancs. The decision for granting andior confinuing the assistance will rest solsly
with the Trustess of Koshika Foundatlon, and thelr declsion s this regard will be final and ncoeptable to me,
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By affixing hetwunder, signoiuie of our Authorsad Signalory for recommending [his casalpatien! for financial assistsnce from Koshika Foundaiion, we
(Hospital) hereby affirm & accep! following:

1) thatl we neithar ane presently nos will in lutisres svail of financial sssistance from another NGO or any other source, fof the same palient/case, as we are
requesting o gel from Koahika Foundation, to the extent that such essistance is granied by Moshika . If the requested assistance i nol granted
by Koshika Foundssion, in part or in full, then the Hospital reserves it's dght 1o maks up the shortiall from another NGO or any olher source. This
confirmation essentially stales thal the Hospital will nol avall any duplicats assistance for the same patient/case from any other NGO o any olher sounce,
2) The essistance from Koshiks Foundation ls anly financial in natura, The choice of the trestmentiprocedurs advisad/conductod by ihe Hospital on the
patient, i bussd on the arangsment between the patient & the Hospital. and is In no way influsnced by Koshika Foundation. Hence, the Hospltal will
agsume sole & compleln respansibility of the reatmant & It's oulcoma & safely of the patient. and Koshiks Foundation will hawve no roke o responsibility
in the matter.
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