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1] By affiing my signaturs or thumb impression on this Form, | (Applicant) hereby agres & authorisa Koshika Foundation and It's Trusiess io
usapublish/pul-up/reproduce my name, address, pholo & details of the *purpoge”, for which such assistance is requested/granted, hrough sny
medium, Including but not limited 1o verbal, print, slectronic, for soliciling donations for Koshika Foundation and/or disseminaling information about it's
actviliowfachievamants. Such use of my pholo & detalls con be made by Koshika Foundation baefors o sfter my trealment or ulfikiment of the “purposs”
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will not sutomatically eniitie me for receiving or continuing the eaid assistance. The decision for granting andior confinuing the sssistance will rest solaly
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptabile to ma.
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By alflxing hersunder, signalste of our Authortsed Signatory for recommanding this case/patent lor financisl assistance from Koshika Foundalion, we
(Hospitad) herebry afirm & accepl following:

1} thal we nefther are presently nor will in future avall of financial sssistance from enother NGO or any other source, for the same patient/cese, as we are
requesting Io gel from Koshila Foundation, io the extent that such assistanca is granted by Koshiks Foundation. If the requesied assistsnoe is not graniad
by Koshkn Foundation, in part of in full, then the Hospital reserves Il's right 1o make up the shortfll from ancther NGO or any olher source. This
confirmatan essentially sistes that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source.
2) The sssistance from Koshika Foundation is only financlal in nature, The choloe of the treatmentiprocedure advised/conductad by the Hospital on the
patent, i basad on the arrangemant between the patient & the Hospital, and is in no way influsnced by Koshika Foundalion. Hence, tha Hospital wil
assuma sole & complels responsibiiity of the ireatment & s ouloome & safely of the patient, and Koshika Foundation will have no role or responsibiliy
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