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1} | hereby confirm that sll detals in this Form 2ra Troe 1o the best of my knowledgs. Any false statemant will render my Application & ongeing assistance, if any,
Tmbio for rejectionfonncelation.

) | salemnly confirm that ssslstance, i received from Koghlia Foundation, will be used enly for the “purposa”, & stated in this Form, for which such assisiance

was requesied by me,
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1) By affiking my signaiure ar fiumb impression an fhis Form, | (Applicant) hereby sgree & aulhorise Koshika Foundafion and if's Trustess fo
usefpublishiput-uplreproduce my name, sddress, photo & delaits of the "purpose”, for which such assistance Is requestodigranted, through any
madium, including but not limited lo verbal, print. electronic, for sallcfing donations for Koshika Foundation andior dissemingting information about It's
sciivities/schisvements, Such use of my phota & Jetadls can be made by Koshika Foundation befiore ar after my ireatment or fulfiment of the “purposs”
far whith aasdslanon is beng requested,

2) | (Applicant) lurther agies that any such use of my name, address, phote & detalls of the “purpose”, for which such assistance is requesiedigranied,
will not eulomatically anliie me for receliing or confinuing the sald sssisiance, The decision for granting andfor continuing tho assistance will rest solely
with the Trestess of Koshika Foundation, and their decision is this regard will be final and scoeptable to me.
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By sffixing horeunder, signature of cur Acthonsed Signalory for mecommending fhis ceselpatient for financial essistance rom Koshika Foundation, we
(Hoapital) herelty affirm & accept foliowing:
1) thal we nelther ane presently nos will In Juture aval of nancial assistance from anolher NGO or any olher sowrce, for the same paSenlicase, 83 we are
raguesting Lo get from Koshika Foundation, to the exden! thal such sesistance is granted by Koshilio Foungation. If the requesiod sssistance is not granted
by Hoshika Foundation, In pan e n full, thon M2 Hesgitsl resenves £'s right o make up the shortfall from anoiner NGO or eny other source. This
confirmation essenfinlly siales thal the Hospiial witl nol avall any dupiicato sssistance for the samo pationtcass from any othor NGO or ony other souros.
2) The essistance from Koshlka Foundation [s anly finansial In nature, Tha cheice of the teatment/procedute advised/conducied by the Hospltal on the
patient, s bused on the arangemont botween the patont & the Hospital, and is in no way infiuenced by Koshika Foundation. Hence, (s Hospital wil

assume sals & complele respons(biity of the tresiment & #'s sutzdme & safety of (ke patienl, and Koshlia Foundation will have no role or responsibifity
in the madter,
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