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141 haraby confirm thal sl details in this Form arg True 1o the bost of my knowledge. Any false statement will rander my Application & ongoing assistance, il any,
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1} By afficing my. signatiure o thumb impression o his Form, | (Applicant) hereby agree & authorise Koshika Foundation and If's Truslees o

usel/publish/pul-up/repreduce my rame, address. phioto & detaily ol the “pumose”, far which such nasistance [s requestedigrantad, through any

madium, including but not limited to verbal, print, elactranic. for soliciting donations for Koshika Foundation andior disseminating information aboul if's

pctivities/ochiovements. Such use of my fhoto & dolails can be made by Koshika Foundation before or afier my iroatment or fuifiment of the “purpose”

for which assistance i= being requesied.
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will nol sutomatically entitle ma for recekving of continuing the said assistance. The decision for granting and/or eontinuing the assistance will rest solely

with tha Trustses of Koshlka Foundation, and thair decision is Ues regasd will bo final and scosptable i me
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By Bffbong hereundsr, sigrature of our Authorised Signatory lor recommanding this casefpallent for financial assisiance from Koshika Foundasion, we
(Hospital) heraty affirm & accept following.

1) that wis neither are prasentty nor will in future avall of fingncis asssstancs from another NGO or any other source, for the same pallent/case, s wa are
requssting o gl from Koshika Foundation, 1o the exten! that such assistance is granted by Koshika Foundation. If the requested assistance & nol graned
by Koshika Foundalion, in parl or in foll, then the Hospital reserves iUs right to make up the shortfall from ancther NGO or any olher source. This
confirmation essentialy states that the Hospits! will not avail any duphcate assistance for tha same patlent’'case from any olher NGD or any other sours
2} The assistance from Koshika Foundallon s only financial in nature. The choice of the treatmenl/procedure agvised/conducted by the Hospital on the
patant, 4 based on the arrangemant batwean the palien] & the Hospital, and & in no way influenced by Koshika Foundation. Henoe, ths Hospital will
assume sole & complets respansibility of the reatment & iT's suwicome & safety of the patient, and Koshika Foundation will have no role of responsbiiity
in the matter
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