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1] Fereby. confiem thal all details in i Form are Thie 1o (He best ol my knowledge. Any flee statemant will rander my Application & ongomng assstance, I any,
fiabhe for repechonicanceiirtion

2] | solemnly confitm thal asslstance. i recelved trom Koshika Foundstion, will be used anly for (he “purpose”. 8s statad in this Foom, for which such assistance
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1] By afliting my sighalure of thumb impiession on this Form, | (Applicant) keteby agres & authorise Koshika Foundation and it's Trustess 1o
uselpubishipu-upreproduce my name; address, photo & detsls of e “purpese”, for which such assistapoe i& requestedigranted, through any
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with the Trimstess of Kashike Foundation, and their decision s this egard will be firal and sccegiable lo me;
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By afinng hereundar, sigrature of our Authonsed Signatory for recommending this case/pationt for fimancinl assistance from Koshika Foundation, we
{Hospital) hereby affirm & accapt foblewing.

1) [hat we-neither am presently oor will in fulure svail of lnenoal sssistance from another NGO or any other source, for the same pahenlicase. 85 we Bre
requisting to gel from Koshikn Foundation, 1o ihe extant that such assistance 1s granted by Hoshika Foundation. I the requestad assigiance is nol granted
by Koshika Foundation, in part or i full, then the Hospital reserves it's right 1o make up the skorftall irom another NGO or any other source. This
confirmation ssssnbially states thal the Hospital will nol avall any duplicate assistance for the same patlent/case from any other NGO or any olher source
21 The assstance from Koshika Foundation is only linancial in malure, The cholca of the freatmentprocedurs advisediconductad by the Hospitat on the
patietil, |s bised on e sttangement betwesn the petient & the Hospital, and |5 in no way Influenced by Koshika Foundation, Hence. the Hospital will
assume sole & completa responsibility of the reatiment & iUs outcome & safaty of the patienl, snd Koshlka Foundation will have no role or responsibility
n the matter
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