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1) By afzing my signalure or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and ir's Trustees to
use/publish/put-up/reproduce my name, address, photo & details of the “purpose”, for which such assistance Is requested/granted, through any
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By affixing hereunder, signature of our Authorised Signatary for recommending this case/palient for financial ssslstanos from Koshika Foundation, we
(Hospital) heraby affirm & accepl following:

1) thal we naither are presantly nor will in fulure avell of financal ssalstance from analher NGO or any other sourca, for the ssma pallanlcsse, Bn we ofe
requesting to get from Keshika Foundation, to the extent that such assistance is granted by Koshika Foundation, If the requesied assistance is not granted
by Koshikn Foundathon, in part of In full, than the Hospital ressrves It's right to make up the shortfsll from another NGO of any olher source, This
confirmation essentislly states thal the Hospital will not avail any duplicate assistance for the same patient/case from any other NGD or any ofher sourcs.
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mlmuiwﬂumuﬁwdh treatment & il's outooma & satety of the patient, and Koshika Foundation will have no rale or responsibility
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