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1) By aMixing my signature or Bumb improssion on this Form, | (Applicant) hereby agree & authonse Koshika Foundation and if's Trustoes 1o

usa'publishiput-upireproduce my name, addrass, photo & details of the “purpose”, for which such assistance is requested/grantod, through any
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By affoong herounder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshia Foundation, we
(Hospital) hereby affirm & accept following:

1) ™at we nelihor are presently nor will in future avall of financial assistance from another NGO o any other source, for the same patient/case, as we ae
requestng 1o got from Koshika Foundalion, 1o the exiend that such assistance is granied by Koshika Foundation, If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right 10 make up the shortfall from anather NGO or any other source. This
confirmation essentially states that the Hospital will not avad any duplicate assistance for e same patienticase from any othar NGO or any other source
2) The assistance from Koshia Foundation is only financial In nature, The choica of tha treatment/procadure advisediconducied by the Hospital on the
patiend, is based on the arrangemant botween the patient & the Hospital, and is In no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complete responsibily of the reatment & If's cuicome & saloty of the patent, and Koshika Foundation will have no role or responsibilty
In the matter,
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