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111 haeeby confirm that il detalls In this Form arp True 1o the best of my knowledge. Any false statement will render my Application & ongoing assksiance,
fmbie for refeclion/canceliition

2} | salemnty confitm 1hat assistance, f recsivad fram Koshika Foundation, will be usad einly for the "purpose”, as stated In this Form, for which such sasistance

Wis requestod by me

3] | hereby confirm that | have nol & will nat in future, avall of reimbursement, in part or in full, from any other source/employerfinaurance company, of he amoum

fow which this assistance ig requested,
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1) By affixing my signature or thumb impression on this Fomm, | (Applicant) hereby agrea & aulhories Koshika Foundation and it's Trusines ta

isapublishiput-upireproducs my hamse, address, pholo & details of the “purpase”, for which such agsistance Is requiested/graniod, through any

medium, including but not limited 1o virtal, prinl, etectronic, far soliciting donations for Noshika Foundation andlar dissemingling information aboul li's

aclivitles/achlavoments. Such use of my photo & detalls can be made by Koshika Foundation before or after my freatment of fulliment of the “pLrpose”
for which-assistance igpaing requestad,

2) | {Applicant) further agree that any sueh use o my name, address, photo & details-of the “purpose”, for which such asalstance is roquestedigranted,
will nal automatically entitle me for feceiving or continuing the said assistance. The decision for granting andior continuing the assiglance will rest solaty
with the Trustses of Koshika Foundation, and their decizion is Ihis regard will be final and acceptable to me.
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NGO ¢ any other source, for the samg pafienticass, as we Bre
y Kashika Foundstion. If the mquested assstance Is not granted
by Keshika Foundation, in part or in full, then the Hospitel reserves % right to make up the shortall fram another NGO or any ather source. This
confirmation essentially states that the Hospital will not avail any duplicate assistancs for the same patient/cass from any olher NGO o Aty other source
2) The assistance from Koshika Foundation is only financial in nature. The chaice of the trestmentprocedure advised/conducied by the Hospital on the
patlent, is based an the armngement betwesnhe patiant & the Huspital, and is in no way infiusnced by Koshiks Foundation. Henca, the Hospital will

agnume sofe & complete responsibility of the treatment & I's outcome & safaty of the patient, gnd Koshika Foundation will have na rals o rasponsibiiity
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