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11 I hareby confitm that il detads in this Form are True to the best of my knowledga, Any falss statemant will render my Application & ongoing assistance, [ any,
linbie for rejactionfcanceliation.

2 | solommiy canfirm thal Fssistance, it reeaived from Keshike Foundation, will be used only for the “purpose’; as sated in this Fom, for which such pesisfance
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11 By affixing my signature of thumb jmpression on this Form, | (Applicant) hereby sgroe: & authonse Kosnike Foundation and I's Trustees 1o
usn/publishipul-upireprodute my name, address, photo & detaits of the “purposa”, for which such assistance |s requestedigranted, ihrough amy

medium, including but not imifed to verbal, print, electronic, for seiliciting donations for Koehlka Foundation and/ar dissaminating information sbout if's
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8y affixing hareunder, signature of our Aulhorised Signatory for recommending this casafpatiant for financial peslstanoe from Koshka Foundallon, we
[Hosgpital) hereby affirm & accept tallowing,

1) thaat we nelther are presenily nor will In futura avail of financial assistance from anoihor NGO or any othar source, for the same palient/case, os we ore
requasting o gel from Keshika Foundation, to the extent that sich essistanoe is granted by Koshiks Foundation. I the requested ossitance s not grantad
by Koshika Faundation, n pert of in full, then ie Hospital reserves Its right to meke up the shorifall from another NGO or any ather source, This
eonfirmation ssssntlally states that the Hospital will not avall any duplicate assistance for the same patientioase from any other NGO or any other source
2} Tha assistance from Koshlka Foundation s only financial in nature. Tha choice of the treatment/procedure advisediconducted by the Hospltal on the
patlent, Is based on the srrangement betwaan the patient & the Hospital, and s In no way Influsnced by Koshika Foundalioh. Hance, tha Hospital wil
assume soke & complete responsibility af the treatmant & if's outcoms & safely of the patient, and Kashikn Foundation will have no rals or responsibility
in the mattar.
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