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1) By affixing my signature of thumb impression on this Form. | |Apphicant) agrea & authorise Koshika Foundation and it's Trustees 1o
usaipublish/pul-uplrepiotuce my name, sddress. pholo & detais of the “purpose for which such sssisiance i requasiad/granied, through any
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By affixing hereiinder, signature of our Authosed Signatory lor r case/patient foe financiel sssistance trom Koshika Foundation, we
(Heapital) hereby affirm & accept folidwing: i

1) thal we neithar ame presenily nos will in future avail of Snanclal assistance another NGO or any alher source, lof the same patient/case, as we are
reguasting o gt from Koshika Foundation, 1o the axtent that such axsisiance f§ granted by Koshika Foundation. If the requested essistancs is not granted
bry Koahiks Feundation, in part or in full, then ihe Hosplisl reserves it's right up the shartfall from anather NGO or any other source. This
confirmation essentially states thal the Hoapital will nol avall sny duplicats & for the same patient/case from any other NGO o any other source.
2] Tha atsistance fmm Koihiks Foundation i only financial in nature. The of the treatmentprocedurs advissd/conductad by the Hospial on the
patiant, it basad on the amengement between the patient 4 the Hespltal, end & in no way influenced by Koshika Foundation. Hence, the Hospiltal will
assume sole & complele responsibility of the treatmant & I's outoome & salfpty of the pationt, and Kokshiks Foundation will have no rols of respanaibillity
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