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1) | hareby confirm st 55 detads in tis Form are Troe 10 the best of my knowiedge. Any false staterment will render my Application & ongolng assistance, i any,
liable for repction'cancaliaion

21 solemnly confirm that assistance, if received from Koshike Foundation, will be used only for the “purposs”, as stated bn this Form, for which such sssislance
was requested by me

3) | harety confirm thal | have not & will not in fulure, avei of reimburssmant, in part of in full, from any other sourca/employer/inesrance company, of the amesunl
for which this assistance & reguested
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1) By affixing my signature or thumb impression on thie Form. | (Applicant) hereby agree & autharise Koshika Foundation and s Trusloes (o
usa/publishipul-up/reproduce my name, sddress, phato & dotailn of the “purposa”, lor which such sssisiance is requestied/granted. Irough any
medum, including bul not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about its
activilles/nohievaments. Such use of my photo A detalls can be made by Koshika Foundation belore o after my irestment or fulfilment of the “purpose”
for which assistance is being requesied.

2) 1 (Applicant) further agree that any such use of my name, address, pholo & datalis of the *purpose”, for which such assatance is requested/gianied,
will not automatically entitle me for receiving o confinuing the said assistance. The dedision for granting andlor conlinuing the sssistances will rest salely
with tha Trustees of Koshika Foundation, and their decision is this regard will be final Bnd acceptable 1o me.
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By affuing hereunder, sgnature of our Authonsed Signalory lor recommanding this case/patient for financinl assistance from Koshika Foundation, we
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1) that wa neither are presenty noc will in Tuture avail of financial ssslstance from another NGO of aty oiher source, for the same patient/cass, us we e
requesting 1o gol from Koshika Foundation, to the axtent that such assistance is granted by Koshika ion. If the requesied assistance s nol granked
by Koshika Foundation, in part or in Tull, then the Hospital resarves It's right 1o maka up the sharifall from anather NGO or any alher sowrce This
confirmation essantially states that the Hosplisl will not avail any duplicate sssistance for the same patisnt/case from any other NGO or any othsr source
2} Ther assistance from Koshika Feundation is only financlal in nadute. The choica of the ireatmentiprocedure advised/conducied by Ihe Hospial on the
patient, is basad on the arrangement between the patiant & tha Hoapital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
nusume sole & complate responsibility of the troatment & it's outcome & salety of tha pationt, and Koshikn Foundation will have ne role o responsdbility
in e matier
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