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1} By afMiking my signalure or thumb impresalon on this Form, | (AppBcant) hereby agree & authorise Koshika Foundation and its Trustees to
use/publish/put-upireproduce my name, address, photo & detalls of the ‘purpete®, for which such assistance is requesiedigrantsd, through any
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2} | (Applicant) futther agres that any such use of my nama, address, photo & delails of the "purpose”, lor which such assisiance Is requestedigranied,

will not automatically entitle me for regelving or continulng the said assistance. The decision for granting and/or continuing the assistance will rest soiely
with the Trugtees of Koshika Foundation, and their decision s this regard will be final and scceptable to me.
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By affizing hereunder, signalure of our Authorised Signatory for recormimending this casalpatient for financial asskstance from Koshika Foundation, we
(Hospital) hereby affirm & accept .

1) that we naither are presently nor will in futurs svall of frsncial ssslstance from snather NGO of any other soufos, for the same patieriicase, as we are
requesting (o get from Koshika Foundation, to the extent that such assistance is granted by Keshika Foundation, f the requested assistance is not granied
by Kashika Fouridation, in part or in full, then the Hospital rossrvas it's fighl to make up the shortfall from snather NGO or any other source. This
confirmation essantizlly siates that the Hospital will not avall any duplicats assistance for the same patienticase from any other NGO or any other source.
2) Tha assistance from Koshika Foundation is only financial in nature. The cholos of the treatmantiprocadurs advised/oonducted by the Hospital on the
patieni, ks based on the amangsment betwean the patiant & the Hospital, and Is in no way influenced by Koshika Foundation. Hence, the Hospital will
aosuma solo & complete redponaibility of the treatment & if's outcome & satety of the patient, snd Koshiks Foundation will have no rmie o responsibiity
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