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2} | solemnly confirm that sssistence, ¥ recelved from Koshika Foundation, will be uead only for the “purpese”, as stated In this Form, for which such assistance
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1) By afflixing my sigrature or Ihumb impression on this Form, | (Applicani) hereby agree & authorise Koshiks Foundation and if's Trustees i
uselpoblishiput-up/reproduce my name, address, pholo & detalls of the *purpose”, for which such assistance |s requosted/granied, through any
medium, intluding but not lmited 1o verbal, print, electronie, far salicifing donalions for Koshikn Foundation andier disseminating information about I's
activities/schisvemants. Such uss of my pholo & detalls can ke made by Keshio Foundation before or after my ireatment or fulfimant of the *purposes”
for which gssistance is beng requested.

271 |Applicant) lurther agres that any such uza of my mame, address, photo & detalls of the “purpose”, for which such assistance is requesisdigranind,
will not mutomatically entide ma for receiving or continuing the sakd assisiance. The decision for granting andior continuing the assistance will rest solely
with e Trustees of Koshika Foundation, and their decision Is this regard wil be final and eccepteble to me.
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By affiing hersunder, signature of our Authorized Signatory for recommending this cass/pationt for financial assistance from Keshika Foundation, we
(Howpital) haroby affirm & sccep! following:

1) it we nelihar are presently nor will in fulure svall of financial assistance from another NGO or any other source, fof (he seme palienlicase, & we &
requesling o et from Koshika Foundation, 1o (e extent that such assisiance is granted by Koshiko Foundation, If the reguesiod assistanoes is nol granted
by Kashika Foundation, In part or in 8l then the Hespllal reserves IUs right to make up the shorifall from another NGO or eny ofher sourca. This
confirmation essentialy slales thal the Hospitel will not avall any duplicate assistince for the same patient/case from any othor NGO or any olher source.
2) Tha assistance (rom Keshika Foundation |s enly financial in nature, The cheice of the treatment/procedurs advised/conducied by the Hosplial on the
patient, ls based on B arrangemont belween the patient & the Hoopital, and ie in /o way influenced by Koshlks Foundation. Hence, the Hospital will
assums sole & complete responsiblifty of the tresiment & It's outcoms & safety of the patient, and Koshika Foundation will have no role o responsibllity
in ihe matiar,
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