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rejectioncancediation.
2) 1 solemnly confirm that sssistance, if recelved from Koahiks Foundation. will be used only for the “purpose”, as stated In this Form, for which such sssistance
was requested by me

3) | horeby confirm thal | have not & will not In futuse, avall of rekmbursemant, in part or In full, from any othet sourcalemployer/inaurance company, of the amaunt|
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1} By affxing my signalure or thumb Impression on this Form, | (Applicant) heraby sgree & authonse Koshika Foundaion and it's Trusiees to
use/pubishiput-upirepreduce my name, address, pholo & detalls of the "purpose”, lor which such assistance is requesiedigranied, through any
madium, including bt not limited to vertal, prnt, skactronka, for scliciting donations for Koghika Foundation snd/or disseminating information aboul Il's
actrvitlosfachievements. Such use of my photo & detalls can be made by Koshika Foundation before or after my tresiment or fulfliment of the *purpose”
for which assistance i belng requesiad,

21| (Applicant) further agree that any such use of my nama, address, photo & delalls of the “purposs’, for which such assistance is requesisdigranied,
willl nol automatically entitle me for receiving or continuing the sald assistance, The decision for granting andior continuing the assistance will rest solaly
with the Truslees of Koshika Foundation, and thek decision Is this regard will be final and acceptable 1o me.
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By afMxing haraundar, signalure of our Authorsed Signatary for recommanding this casa/palant le financial sssktance from Koshika Foundation, we
(Hospital) hersby affirm & accept following:

1) that we nedther are presonily nos will in fulure svail of Tnoncisl ssslstance from another NGO or any other source, for the same patisnt/case, is We ore
requesting to gt from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. I the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital resarves ['s right to make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicate assisiance for the same patient/case from any other NGO or any other source.
2) The asslstance from Koshika Foundation is only financial in nature. The choice of the treatmentproceduns advised/conductod by the Hospital on the
patient, is based on the amangement betwesn the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assumae sole & compiote responsibility of the treatmant & iUy outcoma & aafety of tha pationt. and Koshiks Foundation will have no role of responsibility
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