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2} | molomnly conflrm that ssaistance. i received from Koshis Foundation. will be used only for the "purpose”, B stated in this Form, for which such asslstance
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1) By affng my signatume or thumb impression on this Form, | (Apphcart) hereby agree 8 authorise Koshila Foundalion and if's Truslees to
use/publish/pul-upireproduce my name, address, pholo & detals of the “purpose”, for which such assistance is requensted/granted, through any
medium, neluding bul not limited (o verbal, pring, lectronie, for soliciting donations for Koshlka Foundation and/ar disseminating Information about it's

activitles/achicoments. Such use of my pholo & detalls cen be made by Koshika Foundation before or after my treatment or fulfilmenl of the “purpose”
for which assistance is being requesied.
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with ihe Truslees of Koshiva Foundation. and thalr declsion Is this regard will be final and acceptable to me
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By sffixing hersunder, signatume of our Authorised Signalory for recommending this case/patient for financial asslstance from Koshika Foundation, we
(Hospital) herely affirm & accapt folowing:

1} thist we nelthar sre pressntly nor will in fulisre ovall of financial essistance kom anolher NGO or any olher source, lor the same palisnl/case, os we are
reguesting to get from Koshika Foundation, fo the extent thal such assistance is granted by Koshika Foundation. H the requested assistance is nol granked
by Koshika Foundation, i port of In full, then ihe Hospital reserves i's right io make up the shortfall from anoihar NGO or any alher source. This
confirmation essentially states thal the Hospitsl will nol avall any duplicate sssistance for the same patient/cass from any other NGO or any other source.
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patient, s bassd on the amangament batween the patient & the Hospital. and is in no way influenced by Koshika Foundation. Hencs, the Hospital will

asaums solo & complale repponiibdity of the Yeatment & I1's oulcome & salely of the patient, and Koshika Foundation will have nio rols of responsibility
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