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1) | hereby confirm that all details in tis Form-are Truo (o the best of my knowledge: Any labse statement will render my Application & ongoing asslatance, if any,
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1) By affixang my signeture.or thumb impression on this Form, | [Applicant) heteby sgres & aulhoriss Koshika Foundsation and (1's Trustees o
usalpublishiput-up/reproduce my name, address, phote & detalls of the “purpese”, for which such assistance is roquested/granted, thiough any
mediim, intluding bul nol limited to verbial, prnt, electiohic, for soliciting donations for Koshika Foundation andlor disseminating information-about ii's
sclivities/achievemants. Such tsa of my pholo & detalls can be made by Koshika Foundatken before or afler my treatment or fulliment of the “purpase™
Ior which assistanoe 15 bolng requesiod

21 {Applicant) luriinet agree that any such use of my name, address, pholo & details of the “purpose”, for which such essistance is requestedigrantsd,
will ol automatically entitle me for receiving or continuing the sald assistance, The decision for granting andfor continuing the assistance will rest salsly
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By allixing hereunder, signaturn of gur Authonsed Signatory for recommending (his case/pationt for financlal assistance from Koshika Foundation, we
{Hospital) hermby affirm & aocept fallowing,

1) that we neither are presently nor will In Tulure svail of finoncial assistance from another NGO or any other source, for the same patisnt/case, as we are
reguEsling (o gel lioim Keshika Foundation, Lo the entent il such assistance is grented by Koshika Foundation. If the requested assistance is not aranted
by Koshika Foundation, in part ar in-full, ther the Hospital resarvas I fight to make up (he shortail from another NGO or any other source. This
confirmation essentially states that the Hospital wil nol avail any duplicate assistance for the same patienticase from any other NGO or sny olher source.
2) This assistance from Koshika Foundabion is only financial in nalura. The chaice of the treatmentiprocedure advisedioonducted by the Hospital on the
patienl, s based on the arangement between the patien! & the Hospital, and is in no way influenced by Koshika Foundation, Hence, the Hospital will
assuimy sola & complete responsibility of the treatment & It's outcome & safety of the patient, and Koshika Foundation will have na role or responsibility
In the maller.
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