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1) Ly affixing revy signature of thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and if's Trustees o

usepublishiput-uplreproduce my name, address, photo & detads of the “purpese”, for which such assistance is requesied/granted, through any

medum, inciuding but not limited 10 verbal, prnt, electronic, for soliciting denations for Koshia Founcation andior cisseminating information about If's

actrabins/achiovemeants. Such use of my photo & details can be made by Koshika Foundason before or aiar my treatment or fulfilment of $he “purpese”
for which assistance |s being requesited

2) | {Appicant) further agroe that any such use of my name, address, photo & detais of the "purpose”, for which such assistance is requestodigranted,

will not avtomasically entitie me for recaiving or continuing the sald assistance. The decision for granting andior continuing the assistanca will rest solely
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By afing hereunder, signature of our Authorised Signatory for recommending this casaipatient for financial assistance from Koshika Foundation, we
(Hospital) hereby sffirm B accept following:
1) that we naither are presently nor will in future avall of financial assistance from ancther NGO o any othar source, for the same patent/case. as we are
roguesting to get from Koshika Foundation, to the axtent that such assistance is granted by Koshika Foundaticn. If the requesied assistance is not granied
by Koshika Foundation, in pan o in full, then the Hospital reserves it's night 1o make up the shortfall from ancther NGO of any other sourge. This
confemation essentady states that the Hospsal will not avail any duplicate assistance for the same pationticase from any other NGO or any other scurce
2) The assistance from Keshika Foundation is only financial in nature. The choice of the treatment/procedure advisad/conducted by the Hospital on the
patient, is based on the srrangement botwoon the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

sssume sole & complote responsibiity of the treatment & It's outcome & sadety of the patient, and Koshika Foundation will have no role or responsibitty
in the matter
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