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1) By affuung my signature or thumb Impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees 10

use/publsivput-upireproduce my name, address, pholo & detais of the “purpose”, 1or which suCh assislance s requostedigranted, through any
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By affing hereundar, signature of our Authonsad Signaiory for recommeanding this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:

1) that we poithor aro prosently nor will in future avadl of financial assistance from another NGO or any other source, for the same patientcase, 3s we ane
reguesting 1o get from Koshika Foundation, 10 the extent that such assistance is granted by Koshika Foundation. If the requosied assistance is not graniec
by Koshika Foundation, in part of in full, then the Hospital reserves 1's right 1o make up the shartiall from another NGO o any other source. This
confitmation essentially states that the Hospital will not avall any duplicate assistance for the same palienticase from any other NGO or any olher source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmantprocadure advised/conductod by the Hoapital on the
patient, is based on the arrangement between the patient & the Hoapital, and is in no way fiuenced by Koshika Foundation. Hence, the Haspital will
sssumo sole & complete responsibiity of the trestment & it's oulcome & safety of ihe patent, and Koshika Foundalion will have no role o responsibilty
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