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1) By affixing my signatute or thumb impression on this Form, | (Apglicant) hereby agres & authorise Koshika Foundation and If's Trustees 1o
wsafpublishiput-uplreproduce my name, addess, photo & details of the "purpose”, for which such assisience s mauesiedigrantad, through any
medium, Including but not limitad 10 verbat, pHnl. lectronks, for seliciting denations for Koshiks Foyndation and/or dissaminating infarmation aboul I's
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8y affming hereunder, s‘gnature of our Authorlsed Signatory for recommending this casefpatient for linancial assistance lrom Koshiks Foundation, we
(Hospltal) hensby aflirm & sccept following:

1] that wa naither am presently not will in future avall of inanclal sssistance from anoliar NGO or any other source, lor the same alienticase, o we are
requesting 1 gel from Kashika Foundation, to the sxtint that such assistance i granted by Koshiks Foundation. If tHe requesied assistance ik net granted
by Koshika Foundation, in part or in full, then the Hospital reserves il's right o maka up the shortfall from another NGO or any.olher source. This
confirmation essantially staies that the Hospital will not avall sny duplicate assistance for the sama palienticase from any othar NG of any other sourca
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patienl, |s based on the arrangamant batwesn the poatient & the Hospital, and I8 in no way influenced by Koshika Foundation. Hance, the Hospital wil
assumie sols & compiete responsibilily of the lreatmant & fi's outcoma & safety of the patient, and Koshika Foundation will have no role or responsibility
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