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11 1 heratiy confirm that all detals in this Form ate Trus to the best of my knowledge. Any falss stilloment will rendar my &pplication & ongoing assistanca, if any,
Il foor rejpaction/cancelation

2} | sulemnly canlirm thal assistance. f receved from Koshika Foundation, will be used only for the “purpose”, as staled ih this Form, for which such assistance
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1) By altong my signature or thumb impression on this Form, | [Applicant) herety sgree & suthorise Kashika Foundation and It's Trustees lo
uselpublishipul-iglreproduce my name, address, photo & details ol the “purpose”. for which such assistance |s requesiad/granted, through any
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201 (Applicant) hurher agred that any such use of my name, address, pholo & detalls of the “purpose”, for which such assistance is requested/graniad
will not automatically entile me for receiving or conlinuing the said assistance. The decision for granling and/or sontinuing the assistance will rest eolsly
with ihe Trustees of Koshika Foundation, and (hait decision is this regard will be final and acceptable (o me.
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By affmng hueundes, signatuie of our Authonsed Sgnatory for recommending this case/patient for financial assistance rom Keshika Foundation, we
[Hospital) hereby affirm & accap! following.

1) that we reither are presently nor will in future avail of financial assistance from another NGO or any otker source, for Ihe same patient/case, Bs we are
raquesting o gel om Koshika Foundation, o the exlent thal such assistance is granted by Koshika Foundation, If the requesied assistance is not granied
by Koshika Foundation, in parf or in full, then the Hospital reserves if's righl to make up the shortfall from another NGO or any ather source. This
confirmation essentially states that the Hospital will not avall any duplicate assistance for the sama pallenticase from any other NGO or any othar source
2} The assismnce from Koshika Foundation is only financial in nature. The choice of (he realment/procedure adviseditonducted by the Hospital on the
pallenl, |5 based on the arangemen batwenn the patient & the Hospital, and Is in no way influenced by Koshika Foundation, Henca, Ihe Hospital will
assume soie & complste responsibility of the reatment & i's outcoma & safely of the patient, and Koshika Foundation will have no role or responsibliity
in the maiter
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