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1)1 heretry confirm Mat all details in this Form ara True to tha best of my knowladge Any false statemen wil render my Application & ongoing assistanca, if any,
liable for rejgolioncanoellston.

2} | solemmmly confirm that assistanca. il recalved from Koshiks Foundation, wil be used oply for tha “purpose”, a5 stated in this Form, for which such assisipnce
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1} By affiaing my signature o thumb impression on this Form, | {(Applicant) haegby agree & authonse Keshika Foundation and 1's Trustoes 1o
use/publishipul-upfreproduce my name, address, photo & detsils of the ‘purpose”, for which such sssistancs is requestedigrantad, through any
medium, including but not limted bo verbal, prnt, alectronic, for soliciling danations for Koshika Foundation and/or disseminating information about i's
activities/uchisverments. Such use of my photo & details can be made by Koshika Foundation before or afior my trestment or fulfiiment of the “purpose”
for which aesisiance in being requosied
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By aMixing hemurded, signatisre of our Authonsed Segnatory Tor recommending this case/patient for financial sssistance from Koshiks Foundation, we
{Hospitai] heraby aftirm & accopt foliowing

1) that we neiher are presently nos will in futre avail of fnancal assistance from another NGO or any pmar source. for the same patient/case. a5 we are
requesting fo gel from Keshika Foundation, o the extent that such ssaistance granted by Koshika Foundation. if the requesied sasisiance is not granied
by Keshika Foundation, in part or in full, then the Hospital reserves it's nght o make up the shortfal from anothar NGO or any other source. This
confirmaton essontially stales that the Hospital will not avall any duplicate assistance for the same patient/cass from any other NGO o any other source.
2) The assistance from Koshika Foundation is only financial in natwre. The choice of the reatmentiprocedurs advisad/conducted by the Hospital on the
pabant, & based on the arrangement betweon the patiert & the Hospital, arid is in no way influenced by Koshika Foundation. Hance, the Hospatal will
apsumé sole & complete responsiblity of the treatmeni & it's cutcome & safety of the pabent, and Koshiks Foundation will have no role of responsibility
in i matter.
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