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1) By aflxing my signatuee or thumb impreasion on this Form, | (Applicant) hereby agree & authorise Koshia Foundation and s Trustees 10
uselpublist/put-up/reproduce my name, 83dress, photo & details of the “purpose”, for which Such assistince Is requested/granted. through any
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By affang hereunder, sgnature of our Authortsad Signaslory for recommending this case‘patent for Rnancial nesistance from Koshika Foundation, we
folowing:

(Hospitad) heceby afem & gocept

1) 1hat we nofiher are prosendly nor will in fubure avall of financial assistance from anothor NGO of any other source, lor i samo patienticase, as we ore
requasting 10 get from Koshika Foundation, 1o the extent ihat such assistance iz granted by Koshika Foundation. If 1he requusted assistance Is not granted
by Koshika Foundation, in part oc In I, then the Hosptal reserves It's right 1o make up the shortfall from anoar NGO or any othor source. Thia
confimnation essentioly states that the Hospital will not avall any duplicste sssistance for the same patienticase from any other NGO or any other sowrce.
2) The assstance from Koshiks Foundalion Is only financial in nature. The choice of the treatmentirocedurs advisedicanducied by the Mospital on the
patient, is based on the smangement between the patient & the Hospital, and i3 in no way Influsnced by Koshika Foundation. Heage, the Hospitel will
assume scle & complate responadiity of he frestment & it's oulcome & sufety of the patient, and Koshia Foundation wil have no foke Or responsibaity
n he matier.
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