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1) By affming my signature of thumb impression on this Form, | (Applicant] hereby agree & authorise Koshika Foundation and irs Trustess 1o
use/publishipul-upireproduce my name, sddress, pholo & detalls of the "purpose”, for which such assistance ks requestedigranted, through any
medium, including but not imited Lo verbal, prinl, clectronic, lor soliciting donations for Koshika Foundation andior dissaminating |nformation about If's
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By alfixing hereunder, signature of our Authorised Signalory Tor recommending this case/patinnt for financial assistence from Koshika Foundation, we
(Hospltad) hersby affirm & accepl following:
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confirmation essantally states that the Hospital will not avall any duplicats sssistance for the same patient/casa from any other NGO or sny cthar source
2) The assistance from Koshika Foundation is only financial in nalure. The cheice of the eatment/procedure advisadiconducted by the Hospital on the
patient, is based on the armangement between the patient & the Hospllal, and i in no way influenced by Koshika Foundation. Hence, the Hospital will
asaume s0le & complote responsibiiity of the trestmant & #'s outcome & safety of the patienl. and Koshiks Foundation will have no role or responsibility
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