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1) By affiring my signature or Bramb impression on his Form, | (Applicant) hereby agree & authorise Koshiks Foundation and X's Trusiees to
use/publisvputupdreproduce my name, address, photo & detalls of the “purpose”, for which such assistance is requested/granied, through anmy
medium, ncluding but not limited 10 verdel, prnt, electronic, for soliciting donstions for Koshiiea Foundation and/or disseminating informasion sbout s
sctvition/achiovemaents. Such use of my pholo & detalls can be made by Kashiks Foundation bafore o aftor my treatment or fulfiment of the “purpose”
for which assistance Is being requested,

2) 1 (Applicant) farther agree that any such use of my name, address, photo & details of the “purpose”, for which such assastance is requested/granted,
Wil not sutomatically entiie me for receiving or continuing the sald sasistance, The decision for granting andior continuing the assistance will rest sclely
with the Trustees of Koshika Foundasion, and their decision s this regard will be final and acceptabie o me.
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By afflxing hereunder, signature of our Authorised Signatory for recommending his case/patient for financisi sssistance from Koshika Foundetion, we
(Mospitad) hereby affiem & acoest following:

1) that we neither are presently nor will in future avall of finenclal sssistarce from snother NGO or any ciher source, for the same patiendcase, s we are
reguesting %o pel from Koshia Foundaion, 1o the exienl that such assistance is granted by Koshike ¥ the requesiod sesistance is not pranted
by Kashika Foundation, in part o In &, then the Haspitel reserves It's right to make up the shortfall bom sncthar NGO or sny other sowrce, This-
confirmation essentially states Mat the Hosplial will not svall ary duplicate assistance for the same patiant/case from any other NGO or any other sowTs,
2) The assiatance from Koshika Foundation is only fnancial in nature, The choios of the trestment/procedure advised/conducted by the Hospitsl on the
petiant, is based on the arrangement batwesn the patient & the Hospilal, and s In no way influenced by Koshikn Foundation. Hence, the Mospital wit
astume soie & complete responsibillty of the reatment & X's cutoome & safaty of the patient, and Koshika Foundation wil have no role of responsibibty
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