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1) By afficng my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees 1o
use/publah put-upregroduce my name, address, pholo & detals of the “purpose”, Tor which such assistance is requested/grarted, through any
mediam, Including but nat lnded 10 verbal, print, elecuronio, for soliciling donations for Koshia Foundation anddor disseminating information sbout If's
activies/achuemants. Such wse of my photo & detals can be made by Koshika Foundasion bedoro o afler my treatment or fulfiiment of the “purpase”
for which assistance i doing requested

2) | (Applicant) furiher agroe Hat any such use of my name, address, photo & details of the *purpose”, for which such assistance is requesiedigranted,
will not sutomatically enttie ma for recaiving of continuing the said assistance. The decision for granting andior continuing the assistance will rest solely
with ™o Trustoes of Koshika Foundation, and thelr decizion is this regasd will be final and acceptable 1o me.
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Sy aflidng heveundor, signature of owr Authorised Signalory for recommending This case/pationd for financial assistance from Koshika Foundation, we
{Maspital) hareby affirm & accest folowing:

1) that we nedher aro prosontly nor will in future avadl of financial assistance from another NGO or any other source, for the samo patlent/case, 03 wo are
requesting o get from Koshika Foundation, 5o the extent hat such assistance is grantod by Koshika . If the requested assistance is not grantod
by Koshixa Foundation, in part of in full, then the Hospital reserves If's right o make up the shortfall from ancther NGO or any other sourte. This
confematon sssentally stales that the Hospital will not avall any duplicate assistance for the same patient/case from any other NGO or any other source.
2) The assistance from Kashika Foundason is ondy financial in nature. The choice of the ireatmentiprocedure advised/conducied by the Hospital on the
patiant, is basad on tha srrangamenl batween the patient & the Mospital, and is in no way nfluenced by Koshika Foundation. Hence, the Hospital will
assume sole & compieln responsbility of the treatment & il's outcome & safety of the patient, and Koshika Foundation will have no role of responsibiliy
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