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1) | heredy confirm Tial & dotafs in this Form are True 1o the best of my knowleage. Any talse statement will render my Application & angoing assistance, ¥ any,
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2} | solemnly confiom that assistance, i received from Koshika Foundation, will be used only for the “purpose”, an stated! in hls Form, for which such assistance
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1) By affixing my signature of thimb impression on this Fam, | [Appllcanl) heraby agrea & suthorisa Koshika Foundation and |'s Trusiees io
use/publishiput-upireproduce my name. address, photo & deiails of the “purpose”. for which such assistance is requestedigranted, thiaugh any
medium, nciuding but nod limited 1o verbal, print, slectronic, for suliciling donations for Koshika Foundation andlor disseminating information aboul s
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will nat autoinatically sntitle me for receiving or continuing the said assistance. The decision for granting andior continuing the assistance will res! soiely
with the Trusiess of Koshika Foundation, and their decision is this regard will be final and acceptable 1o me.
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By affimng hersunder. signature of our Authorised Signatory for recammanding this case/pationt for inancial assstance from Koshika Foundalion, we
{Hospital) hereby affirm & sccept following:
1) that we nefiher are prasently nor will in future svill of finenclal sssistance from another NGO or any other source, for (he soma patenlicase, Bs e are
requesting to get from Koshika Foundation, o the extent that such essistance ks granted by Koshika Foundation. I the requested assistance i§ nol granted
by Koshika Foundation, In part or in full, then the Hospital reserves It's right o make up the shonfall from analher NGO or any other source. This
confirmation essentially stases that the Hospital will not aveil any duplicais sssistance for the same patienticase from any other NGO or any other source
2) The esssistance from Koshika Foundation is only financial in neture. The cholce of the restmentiprocedure advisediconducted by the Hospital on ihe
palient, s based on the armngement betwesn tha patienl & the Hospital, and is in no way influenced by Koshika Foundation. Hence. the Hospital wil

sesurne sole & complets responsiblity of the reatment & [1's oulcome & safely of 1he patient, and Kostika Foundation will have no role or responsibiity
in the matier.
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