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1) By affaing my signature or thumb improssion on this Form, | (Applicant) hereby agroe & authoriss Koshika Foundation and I's Trustess 1o
usa/puhlish/pul-upieproduce my nams, address, pholo & details of the “purpose”, for which such assistance i requesiedigranted, through any
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By aflixing horeundsr, signolise of our Authorsed Signatlory for rocammaending this cane/palien (or inancial assintance from Koshika Foundation, wo
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1) thal wea nodher s presently nor will in fulure availl of financiol asaistance from snother NGO o sny othar source, [or the same patisnticase, B we are
raguesting lo ged from Koshika Foundation, 1o the extent that such assksdtance = granied by Koshika Foundation, If the requesied assistonce & not granied
by Koshina Foundation, in part or in full, then the Hospital reserves if's right 1o make up the shortisil irom anathaer NGO or any other source. This
confirmation essentially statas that the Hospital will not avall any duplicate assistance for the same patient/case from any other NGO or any othar source
2) The mssivtance from Koshika Foundabtion (s only financial in noture. The choice of the treaiment/procedure advised/conducted bry the Hospital on tha
patient, s based on the smangement between the patient & the Hespital, and is in no way influenced by Koshika Foundation. Hence._ the Hospital wil

nasume 8ole & complele responaibilty of the treatmaent & s cutcomes & safety of the patient. and Koshika Foundution will have no role of responsibdity
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