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1} | herety confiem that all detalls in this Form are True o the best of my knowledge. Any false stalement will render my Applicstion & ongaing assistance. i any,
limbbe for majecton/cancellation.

21 | slemnly confirm that assistance, if recelved from Koshika Foundation, will be used only for the “purpose”, 2s stated in this Form. for which such assistance
wiin roguested by me

3) | heraby confirm that | have not & will not in future, svall of relmbursement. in part or i full, fram any oiher sourcafemploystindurance company. of the amount
fot whuch By nssistanos s requesiod
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aipublishipul-up/reproduce my name, address, pholo & details of the “purpose”, Tor which such assistance is requestad/grantad, thraugh any
modium, including but not imited 1o verbal, print, electronic, for soliciting donations for Koshika Foundalion andior disseminating informsation aboul s
sclivitios/achieverments. Such uso of my phola & detalls can be made by Koshika Foundation before or afier my treatment or fuliment of he "purpose”
fior which nssistance is being requested,

2) | (Applicant) further agree that any such use of my name. address, photo & delails of Ihe "purpose’. for which such ssmslance i requestadigranied,
will nel autamatically entitle me lor recelving or conbimsing the said assistance. The decision for granting and/or confinuing ihe sssistance will rest solely
with the Trustees of Koshika Foundafion, and thalr decision (s this regard will be final and acceptable o me.
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By affuing hereunder, signalure of our Authorised Sgnalory lor recommanding this for fimancial assistance lrom Keshika Foundation, we
[Hrsgital] hersby affirm & acoept following:
1) that we naither are presently not will in Auture avadl of fnancial assistance from anolher NGO or any other source, for the same patient'case, B we are
raquesting 1o gel from Koshike Foundation, 1o the extant that such assistance is granted by Koshika Foundation. If the requested assistance s nol granted
by Kashilka Foundation, in part or in full, then the Hospltal reserves s right lo make up the shortfall from another NGO or any other sourcs. This
confirmation essentially states thal tha Hospitl will not avail any duplicate assistance for he same patiert'case from any other NGO o any oftsr source
2) The assistance from Koshika Foundation is only fnancal n nalure. Thie choice of the treatment/procedure advisediconducted by the Hospllal on the
patient, ks based on the arrangement betwean the patient & ths Hospital, and i in no way influenced by Koshike Foundation. Hence. the Hospital will

assuma sole & complete responaibliity of the treatment & s outcome & safety of the patient, and Hoshlkas Foundation will have no role or responsibiity
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