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1) | ety confirm that afl dotals in this Form are True to 1ha best of my knowledge. Any Bisa siatoment will render my Asplication & ongoing assistance, if any,
st for rejection/canceliabion. )

2) 1 selamnly confirm (hat assisiance, ¥ recaived from Koshiks Foundation, i be used only for fhe *purpose”, s statod in this Form, for which such agsHAnce
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1) By affixing my signaturs or thumk impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and It's Trustees 1o
use/publishiput-uplreproduce my name, address, photo & details of the ‘purpose”, for which such sssistance s requestedigranted, through any
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By affixing hargunder, signaturm of our futhorised Slgnatory for recommending this case/patient far financial assistance Trom Koshika Foundation, we
iHospital] hereby affirm & accapt following:

1} that we nelthar ara presantly por will in future avail of financlal assistance from anolher NGO or any dihar source, for the same patlenticase, as we are
requesting tn gat from Koshika Foundation, to the extent {hat such assistanica is granted by Koshika Foundation, If the requested assistance is not granted
by Keshika Foundstion, in part or in full, then the Hospital reserves Il's right to make up the shortfall from another NGO or any ather source: This
eonfirmation essentially states that the Hospital will not avail sny duplicale assistanca for the same patiant/case from any other NGO or any ather source,
2} The assistance from Koshika Foundation is only firancial in nature. The choice of the treatment/procedure advisedicanducted by the Hospital on the
palient, is based on the armangement between thi patisn & the Hospltal, and is in no way influenced by Koshika Foundation. Hence, the Hospltal will
segume sole & complete responsibility of the treatment B il's outcoms & satefty of tha patient, and Koshika Foundation will have no rola or responsibility

in the mater.
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