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1) Uheraby confirm that all detalls in this Form are True @ he besl of my Knowledge. Any fise siasment wil rendear my Application & ongoing assistance, if any,
lmble for rejectionicanceliation, .

2) | solemnly corfirm that assstance, If received from Koshike Foundation, will be ussd only lor ine "purpose”, as etated In this Farm, for which such nssistance
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11 By allizirig my signature or thumb impression on this Farm, | |Applicant) hereby agree & authotisa Koshika Foundation and s Trugtess o

use/publishipul-up/teprodice my name. addimge. phato & detalts of the “purpose”, for which such esgislance Ik requested/graniad, through sny

medium, including but nat fimiled 1o verbal, print, electronic, for solicling donations for Koshika Foundation andlor disaeminating information abaut if's
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Sy affing hersunider, signature of aus Authorised Signatory for recommanding (his casa/patlent for financial assistance from Koshing Foundstinn, we
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1) that we neither are presently ror will In future avail of fingnakal aosistancs from another NGO ar any other source, for the same patienticase, oy we are
requesting 1o get from Koshika Foundation, to the extent that such assistance s granted by Koshika Foundation, If fhe requisled assistance s not granted
by Keshika Foundation, in part or In full, ihan the Hospilal ressrves If's right 1o make up the shortfall from another NGO or any ather sourcs. This
canfirmation eesentially states thal the Haspital will not avall any duplicate assistance for the same patienl/cass from any olther NGO or ahy other source.
Z) The assistance from Keshika Foundation ig only firgncial in nature. The choloe of the treatmentiprocedure advisediconducted by the Hospital on the
satient, in based on the nrrangenant batwsan e patient & the Hospital, and ts in no way mflusnoed by Koshika Foundation. Hence, the Hospital wiil

EsgUihe sole & complels resporsibility of the reatmant & It's cutcoms & safety of the patient, and Kashika Fourdation will hava mo role e respongibiity
in the matter
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