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1} | heraby gorfirm that all details in this Form are Truo 1o the best of my knowiedga. Any faise statemant will render my Application & ongoing essisiance, if any,
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1) By affining my signalure er thimb impression on this Farm, | [Applicant) hereby agree & authorse Koshika Foundation and Ii's Trustees 1o
useipubliskput-upreproduce my name. address, pholo & detalls of Ihe “purpose”, for which such assislonce (s requesiad/grantad, hrough any
madium, including bul not limited 1o verbal, print, etectronls, for soliciing donathons for Koshika Foundation andlor disseminating information aboul it's
activilins/schigvements. Such use ol my photo & detalls can be mada by Koshika Foundation before or after my ireatment ar lulliiment of the *putpose”
for which assistance fs being requested.
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with the Trusiees of Koshika Foundation, and thalr decision is this regard whl be final and acosptable to me
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By sffixing hersunder, signalure of ow Authorised Signatory for recommending (his caselpatient lor linancial assistance from Koshika Foundation, we
(Hespital) hareby alfirm & atcap! following:

1] that we nelther are presently nor will in future avall of financlal assistance from another NGO or any olher source, for the same palienticase, as we are
requesting to gel fram Keshika Foundation, to the extant thal such assistance is granted by Koshika Foundation. If tha raquissted aesistance is not granied
by Koshika Foundation, In pard or in full. then the Hospltal reserves it's right 1o make up the shartfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not 2vail any duplicals assistance for the same patientcase from any other NGO or any other source
2} Tha asslyance from Koshika Foundation is only financial in nature. The choice of the realmentprocedure sdvised/conducted by the Hospital on the
patient, s based on the arrangemient batween the patient & the Hospital, and is in no way Influsnced by Koshiks Faundation. Hanee, the Hosgitsl will
assume aclke & complete responsibility of the reatment & iCs outcome & safety of the pstient, and Koshika Foundation will have no role or responsibility
in ihe matter
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