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1) By alfuing my signature or thumb impression on this Form, | (Applcant) hereby agree & authorise Koshika Foundation and if's Trustees to

use/publshipu-up/reproduce my name, address, photo & detalls of the “purpose”, for which such assistance is requesied/granted, through any

midium, including but not limited to verbal, prinl, ekectronic, for solicifing donaficns for Koshiks Foundation andior disseminating information sboul If's

activities/achisvements. Such use of my pholo & detalls can bo made by Koshika Foundation before or afer my troatment or fulfiiment of the “purposes”™
for which aasistance m being requested.
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will not automatically entitie me for receiving of continuing the said assistance. The decision for granting andfor confinuing the assistance will resl solaly
with the Trusiees of Koshika Foundation, and their declsion s this regard will be final and acceptable to me,
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By aMfixing hareunder, signalure of our Authoraed Signalory lor rocommaending ihis casa/patient for financial assistance rom Koshika Foundation, we
(Hospital) hereby offirm & accept follgwing:

1) ot we neither ame presently nor will in future avall of financial assisiance from another NGO ar any ofher source, for the same pationt/coss, 08 we are
reguestng to get from Koshilka Foundation, o the extent that such assistance is granied by Koshika Foundation. If the requested assistancn i nol granied
by Koshika Foundation, in part or in full, then the Hospital reserves iU's right 1o make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patient/casa from any other NGO or any nthar sourcs
] Tha assistance from Moshika Foundation i only financial in nalure, The choice of the realment/procedurs advised/conducied by the Hospital on tha
patient, is based on the arrangement batwesn the patisnt & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital wil
nssume sale & complele responsibility of the treatment & i's outcome & safoty of the potient, snd Koshile Foundalion will have no rolo o rospanslbility
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