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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agroe & authorisa Koshikka Foundation and i's Trustees (o
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miesdium, including but nol imited 1o verbal, print, slecironic, lor soliciling donalions for Koshika Foundation andior disseménaling Information aboul i£'s
activillouschievemants. Such use of my pholo & detsily can be made by Koshika Foundation befors or after my treatment of fulfiiment of tha “purposs”
for which assistance is baing requesiad.

2) | (Applcant) furiher sgrea that any such use of my name, address, photo & detalls of the "purpose”, for which such assistance |3 requestedigranted,
will nol sutomatically entitle me for recelving or continuing the said assistance. The decision lor granting end/or confinuing the sssistance will rest solaly
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By affiaing horeunder, signature of our Authorised Signalory for recommaending this case/patient for financial assistance from Koshda Foundabon, we

{ Hospitad} hereby affirm & nccept lollowing:

1) that we nelther are presantly not will in fulure avall of financial sssisiance from another NGO or any other source, for the same patient'case. ns we are
requesting 10 gat from Koshika Foundation, to the extant that such azsistance is granted by Koshika Foundation. If the requesisd sssistancs & nol granted
by Koshiks Foundation, in part or in full, then the Hosplial reserves iT's right lo make up the shortfall from another NGO or any other source, This
confirmation essentially states that tha Hospital will nol avall any duplicate assstance for the same patient/case from any other NGO or any othar source.
2) The assisinnce from Koshika Foundation is only financial in nalume. The choice of the treatment/procedure advised/conduciad by the Hospital on he
palenl, & bassd on the armangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Henoe, the Hospital will
ansurme solo & complele responsibiity of the treatment & it's culcome & safety of the patien!, snd Koshika Foundation will have no roie of responsibility
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