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1) | hereby confirm Mat ail dedails in this Form are True to the bast of my knowiedge. Any false staterment wil rander my Application & ongoing assistance, | \L,
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1) By afiixing my signature or thumb impression on this Form, | (Applicant) hereby sgrea & authoriss Koshika Foundation and It's Trustees to
use/publishiput-uplreproduce my name, addross, phioto & details of the “purpose”, for which such assistance |s requestadigrantad, through any
medium, including but not limited to verbal, print, slectronic, for soliciling donations for Koshika Foundation and/or disseminating information about it's
sclivities/achisvaments. Such use of my pholo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the “purpose”
for which assistance |5 belng requestad.
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By affixing hereundar, signature of our Authorised Signalory for recommending this case/patient for financlal assistance from Koshika Foundation, we
(Hospltal) hereby affirm & accept following:

1] that we neithes ara presently nor wil in future ovail of financial sssistance from snother NGO or any other source, for the same patient/case, as we are
redlesting to get from Koshika Foundation, to the extent that such assistance iz granled by Koshika Feundation. Il the requestod assistances is nat granted
by Koshika Foundation, in part or in full, then the Hospltal reserves I right to make up the shorifall from another NGO or any other sourca. This
confirmation essentially states that tha Hospital will not avail any dupiicale asststance for the same patientcase from any other NGO ar any other source -
2) The aagis from Koshika Foundation is only financial In natute. The thoice of the treatment/procedurs advised/conducted by the Hospital on the
patient, s bissed,on the artarigement between the patisnt & the Hospital, and |s In no way influenced by Koshlka Foundation, Henca, the Hospital will

BESUME Sole & plete responsibility of the treatment & it's cutcome & safety of the patient, end Koshiks Foundation will hava no rale ar responsibility
in tha matter, '
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