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for wihich this assistance & requesied
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1] By affiing my signature or thumb impression on this Form, | (Applicant] hereby agroe & nuthorise Koshika Foundation and if's Trustees 1o
use‘publish/put-upfreproduce my name, address, photo & details of the “purpose”, for which such assintance is requestod/grantad, through any
madium, inclisding bul nol limited 1o verbal, prinl, slectronic, for soliciting donalions for Koshika Foundation andior disseminating information about if's
activilies/achiovements. Such uso of my pholo & detalis can be made by Koshilie Foundation bafore or after my treatmarnd ar Rudiiment of the *purpose”
for which sesistance ls being requested,

2) | {Applicant) furthar agres thal sry such use of my nama, addross, photo & delalls of the *perpose”, for which such assstance |s requesiedigmanied,
will nol sutomatically entiie me for receiving or continuing the said sssistance. The decision for granting andior continuing the Bssistance will rest solaly
with ha Trustess of Koshika Foundation, and thalr declaion s this regand will be final and acceplable o mo
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By affizing heroundar, signalure Signatory for recommending this casaipalient for financial assistance from Koshika Foundation, we
(Hospital) hersby affirm & accept following:

1) that we neffher are presendy nos will in future avail of fmancal sssistance from anathes NGO or any ofher source, for fhe same patient/case, as we nre
requesting to gt from Koshika Foundation, to the axtent thal such assistance i granted by Koshika Foundation. If the requested sssistance i not granied
by Koshika Foundaion, in part of in full, then the Hospltal reserves I's right to make up the shortfall from anciher NGO or any other source, This
confirmation essantially states thal the Hospéal will not avall any duplicats assistance for the same patient/cass from ay other NGO or any ofher source.
2) Tha assistance from Koshika Foundation is only financial in nature. The cholos of the treatment/procedure ndvised/conducied by the Hospital on the
paliant, is based on the armngement between the patlent & the Hospitsd, and is In no way infleenced by Koshika Foundation. Hence, the Hospital will
assume soks & complate responsibility of the treatment & H's oulcoma & safety of the patienl, and Kodhika Foundation will have no fmle of responsibility
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