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17 I hereby confirm that all detarls in this Form are True lo the best of my knowledge. Any false statement will render my Applicat on & onqornq assistance.
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11 By aff xing my srgnature or thumb rmpression on this Form, I (Applicant) hereDy agree & authorise Koshika Foundation and it's Trustees to

use/publish/put-up/reproduce my name, address, photr: & details of the "purpose', for which such assistance rs requested/granted, through any

medium, including but not lrmited to verbal, pilnt, electronic, for soliciting donations for Koshika Foundation and/or disseminating rnformatron about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fuliilment of the 'purpose"

for which assistance ts being requested.
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By affixing he reunder'. signature 0f our Authorised $ignatory for recommcndin$ this case/patient for finaneial assistanae from Koshika Foundation, we

(Hospitat) heretry affirnr & accepl following:
1) thal we neither are presently nor wrll in future avail of financial a$si$tanca {rom another NGO or any other source, for the same patient/case, as we are
requesting to get from Koshika Foundation, to the exten{ that such assistanee is g!"anted by Koshika Foundation lf the requested assrstance is not granted

by Koshrka Founcjatron, rn part or rn full, then the Hospilal reserves rls right lo make up the shortfall froryl anolher NGO or any other source. Thrs

confrrmation essentially slatas thal the Hosprial wili nol avail any duplicatc as$istance for the same patient/case from any other NGO or any other source.

patient, ts based on the arrangentent between the patient & the Hosoital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

assunle sole & coniplete responsibility of the treatment & it's outoome & safety of the patrent, and Koshika Foundation will have no role or responsibitity

in the matter.
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