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1) By a®ixing my signature of thumb impression on this Form, | (Applicant) hereby sgree & suthorise Koshika Foundation and It's Trustees 1o
use'publistvput-upireproduce my name, addrese, photo & detads of the “purpose”, for which such assistance is roquested/granted, tough any
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By sffixing hereundet, signature of our Authorised Signatory for recommending this case/patient for financial sssistance from Koshika Foundation, we
(Hospital) hereby affirm & accopt following:
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requasiing to get from Koshika Foundation, 10 the sxient that such assistance Is granted by Koshika ¥ the requesied assistance is not granted
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confrmation essentaly states that the Hospltal will not avall any duplicate assistance for Ihe same peSient/case from anry other NGO or any oher sSOUrCe.
7) The assistance from Koshika Foundation is only financiel in neture. The choice of the treatment/procedure edvised/conducted by the Mospitsl on the
patient, is based on the amangement betwesn the patient & the Mospital, and is In no way Influenced by Koshika Foundation. Hence, the Moapital wilt
assume sole & comploto responsibiity of the reatment & 'y outoome & safety of the patient, and Koshika Foundation will have no role or responsibility

in e matier.
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