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1) | nereby confiom thet all detallsin ihvs Form are Trus to the best of my knowledge Any false stalement will rendar my Applicaiion &
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7] | sotamaly confirm that sssistance, i recenved fom Keshika Foundabon, will be used onfy for the “purpose’, 83 stated in this Farm, for which
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3] | hesatyy confirm that | have not & will not in future, avall of reimburssment, in part or in full, from any afher sourcalemployarfinsurance company, of the

for which Ihis asesiance is requisind,
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1) By affixing my sigrature of thumb Impression on this Form, | (Applicant) hereby agree & suthorise Koshika Foundation and I1's Trusizas io

usa/puslishiput-upirasroduce my name, address, pholo & detais of the *purpose”, fior which such assistance i requested granted, through any

miadium, including but nal miled 1o verbal, print, eloctronic, for soliciting donations for Koshiks Foundafion andlor disseminating information about il's

aollvitiesiachisvements. Such use of my pholo & details can be mads by Keshiks Foundation bators or after my trantmant or fuifiiment of the "purpose”

lot which asslsiance s being requested.
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By affing hereundes, signature of our Authorised Signatory for recommending this case/pationi for financial assstance from Koshika Foundation, we
{Hospital) haraby affirm & sceept following:

1) that we naither are prasently not will In future avail of financial assistance from another NGO of Bry other source, lor the same petienlicass, 85 we are
requesting 1o get from Koshika Foundation, to the exient Ihal such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, In part o In full, then the Hospltal resenves It's right Lo make up lhe shortiall from anathes NGO of #ny other sourcs. This
confirmation essenlially sintes that the Hospital will not svoil ony duplicote sssistance for the same patieniicase from any olher NGO or any olher sourca
2) The assistance from Koshika Foundation is only financial in nature. The choice of the trealment/precadure ndvisodiconducted by the Hoapital on tha
patient, iz based on the smangement between the potient & the Hospital, and Is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complete responsibllity of the treatment & If's outcome & safety of the patient, and Koshike Faundation will have no role of responsibility

in the matiar.
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