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11 hoveby confirm Bt all detads i ihis Form are Trug 1o the best of my knowiedge. Any lalse statement will render my Appicasion & ongoing assuatance, I any
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2) 1 sotemnly confirm thal assstance. i received from Koshika Foundatios. will be usad only lor the “purpose”, @ sisted In this Form, for which such assistarcs
was reguesiad by me

3} § hevaby confirm hat | hive not & will not in fulune, ovall of reemburssmant, in part of b full, from any aiher sourca/employerfinsurencs company, of B amount
for which this assistance is requested
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1) By affixing my signature o thismb impression on this Form, | (Applicant] hereby agroe & authotise Koshika Foundation and it's Trusiees o
use/pubimhipul-upireproduce my name, address, pholo & delails of the “purpose”, for which such sssistance & requesied/grantad through ainy
fmedium, Inchuding bul not limsed to vertal, prink, slectronie, for soliciling donations for Koshiks Foundation endfor disseminating infarmation aboul if's
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for which assistance is being reqiested
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By afliving hareunder, signature of our Authorised Sighalory for recommanding this case/patient lor financial assistance frem Koshika Foundabon, we
(Hospital) heraby affirm & accept following:

1) that we naither am presondly nor will in future svail of financial sssistines from anolher NGO or any other source, for the same patienticase, as we are
requesting lo gal rom Keshika Foundalion, 1o the extent thel such assistance s grantad by Keshiks Foundabion. If the requested azsistance is nol gramted
by Koshika Foundation, in part or in full, then e Hospial ressrves It's right to maks up the shartfall from another NGO or any other soumce, This
confirmation essentially states that the Hospital will not avall any tuplicate assistance for the same patienticase from any cthar NGO ol sy othar source
&} The assistance from Koshika Foundation is only financial in natute. Tha chokes of the traatmentiprocedure sdvisediconducied by the Hospltal on the
patient, is based on ths srangement batwaen the patient & the Hospital, and is in no way influsnced by Koshika Foundation. Hence. the Hospital wil

assume sole & complote renponaibility of the treatment & if's oulcome & safety of the patonl. and Koshike Foundation will have rio role or responsitsinty
in fre matiar.
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