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1) By aflixing my signalivie or thumb impresslon on this Form, | (Applicant) hereby agree & authorise Koshika Foundstion and it's Trustoos to
use/publishiput-up/improduce my name, sddress, phalo & details of the “purpose”, for which such sssistance is requesied/grantad, thraugh ary
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acthilies/achievements. Such use of my pholo & detalls can be made by Koshika Foundation before or after my trestment o fulfiment of the “purposs”
for which mssistance is being requested.

2) | {Appscani) further agroe that ary such use of my name, addross, photo & details of the *purpose”. for which such assistance (s requested/granied,
will not automatically entitie me for receiving of continuing the said assistance. The decision for granting andlor continuing the assistance will rest solaly
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By affixing hereunder, sigrature of our Authonsed Signatery for recommending this cass/patient for financial assistance from Koshika Foundation, wa
(Hespital) horety affirm & accept

Hmwvmhnmnirmrnﬂlhlulwwﬂnfhnﬁﬂ assistance from another NGO or any other source, for the same patient'case, a5 we are
requesting to pel from Koshiks Foundation, 1o the exient that such assistance is granted by Koshika Foundalion. | the requested assistanca i nol granted
by Moshika Foundation, in part or in full, then the Hospital reserves it's right 1o make up the shortfall from another NGO or any other sourcs. This
confirmation essentiafly states that the Hospitsl will not avail any duplicate assistance for the same palienticasa from any other NGD o any other source
2] Tha assistance from Koshika Foundation Is only financial in nature. The choice of the irealment/procedure advised/conducied by Ihe Hospital on the
pafient, is based on the srangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence. the Hospital will
ussume sole & complels responsibiity of the treatment & IT's outcome & safety of the patient, and Koshika Foundafion will have no role o responsibity
in fhe matar
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