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1) by affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & aulhorise Koshika Foundation and i's Trustees o
use/publishiput-upieproduce my neme, address, photo & delails of the “purposa”, for which such assistance s requesied’pranted, ihrough any
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By affixing hereunder, signature of our Authorised Signalory for recammanding this caseipatient for financial assistance from Keshika Foundaton, we
(Hospital) herstry affirm & accept folowing:
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by Koshika Foundation, i part or in full, then S Hospitsl reservies iCs right 1o make up the shortfall from another NGO o any other source. This
confirmation sssentially states that the Hospital will not avall any duplicate assistance for the same patient/case from any other NGO or any other source
2) Thia assiwiance from Kashiks Foundation is only financal in nature. The choico of the reaiment/procedure advised/conducted by the Hospital on tha
patient, is based on the arrangement betweean the patiant & the Hospital, and is in no way Influenced by Koshika Foundation. Hence. the Hospital wil
sasume solo & complele responsibility of the treatment & it's culcome & safely of the patient, and Koshika Foundation will hive no role of rospansisity
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