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1} | hereby confinn that 2 cetaits-in this Form are Trus to the best of my knowledge. Any false statemient will render fny Application & ongoing
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'1 By affxing my signature or thumsb impression on this Form, | {Applicant) hareby agres & authoriss Koshika Foundation and ir's Trusisss 1o
usepublish/put-upireproduce my name, addrass. pholo & details of the *purpose”, far which such sesistance Is fequested’granted, through any
medium, including but not imiled 1o verbal, print, electronic, for soliciting donations for Koshika Fuundnmmdm‘g nlormation about il's
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By affixing hereunder, signature of our Authorised Signatary for recommending this case/patiant for financial assistance from Kashika Foundation, we
{Haspltal) hereby affirm accept lollowing:

11 that we neither are presently nos will in future avall of financsial assistance from snother NGO or any other source, for the samn palientcase, as we are
requesting to gal fram Koshikae Foundation, to the extent thal Such assistance is granted by Koshika Foundation, If the requested asslstance is not grantad
by Koshika Foundation, in part or in full, then the Hospital teserves it's right to make up the shortfall from another NGO or any olher solirce, This ;
confirmiation essentially sistes that the Hospital will not avail any duplizate assistance for the same patiant/casa from any other NGO or any other soiree.
) The assistance fram Koshika £ oundation is only firancial in nafure. The choice of the reatmentprocodurs advisad/oonductod by the Hospital an the
patient, is based an the arrangement betwoen tha patient & tha Hospital, and is in no way infiuenced by Koshika Foundation, Hence, the Hospital will
B5sume sole & complets respansibliity of the treatment & it's outcome & safety of the-patient, and Koshika Foundation will have no role ar responsibilty
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