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1) | hereby confirm fhat il defails in his Forrn are True 1o the best of my knawledge. Any false statement will render my Application & ongoing assistance, if
iatbe for rejectionicancefiation. ;

2} | salemnly confirm that assistance, if recalved from Koghika Foundation, will be used only for the "purpose’, as stated in thie Form, for which such EEsletance
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11 By afflxing my signature-of (humb imprassion on this Faem, | (Applicant) haraby sgree & muthoriss Koshika Foundation and it's Trusteas 1o
use/publishiput-up/reproduce my name, addrass, photo & details of the *purposa”, for which such assistance |s requestedigranted, through any
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wiil nol autamatically eniitle me fot receiving or continuing the sald sssistanca The decision for granting and/or continuing the assistance wil rest sobely
with 1 Trustees of Koshika Foundation, and thalr decision fs this regard will be final and acceptable 1o M.
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By affixing hereunder, signaturs of our Aufhorised Signatory Tor racommending this-case/patient for financial assistance from Keshika Foundation, we
{Hospital) heraby affirm & socept fallawing:

1} that we naither ara presantly nor will in fulure avail of financial assistance from another NGO or any other source, for the same patient/case; as Wa are
requesting 1o gl fraim Koshika Foundation, 1o fhe extent that such assistance Is granied by Hoshika Foundation, If the requested assistance is not granted
by Koshiks Foundation, in par o in full, than the Hospitnl 1eserves s right 1o make up the shortfall fram another NGO ot any other sourca. This
eonfirmation essanilally stales that the Hoapital will not aveil any duplicate assistance for the same patienticase from any cther NGO or any othar soure.
2} The nssistanca from Kpshika Foundation |5 only financial in nature. The choice of the ireatment/procedure advisad/conduciad by the Haspital on the
patient, is based on the arrangement batwean the patiant & the Hospital, and s in no way influencad by Koshika Foundation. Henca, thi Hospital will
aseume sole & complete resporsibility of the treatmant & Il's outcome & safsty of the patient, and Kashika Foundation will hiave no role o responstbility
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