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1) | hersty confirm that s detalbs in this Form are True 1o tha best of my inowedge. Any talse staternent will render my Application & angeing assistance, If any,
liahla for reiaclionicancatiatzon,

2} 1 solemnly confirm (hat assistance, f recelved from Koshikn Faundatin, wil bo used only for the "purpose”, as steted in this Form, for which such sssistance
wad requastad by me.
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1) By affixing my signature of thumb impression on this Fotm, | (Applicunt) hereby agrea & suthorisa Koshika Foundation and its Trusless fo

une/publishipul-upfraproduce my name., address, photo & details of the “purpose”, for whilch such assistance is requesiedgranied, through any

medium, Including but not llmited 1o verbal, print, electronic, for soicitieg donations for Koshika Foundation andlor disseminating infarmation about It's
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By affung hereunder, signature of our Authorised Signatory for recommanding this case/patiant for financial assistance from Hoshika Foundation. we
{Hospital) herety affirm & eccept following:

1) thot we neither are presently nor will In future svall of inanclal assiiance from another NGO of any other source, for the sama patienticass, & we are
requesting 1o gat from Koshika Foundation, to tha extent that such asiistance is granied by Koshika Foundation, [T the requasted assistance Is nol granted
by Koshikn Foundalion, bn pan o in full, then the Hosphal ressrves [ right to make up the shortfall from another NGO or sny other source. This
confirmation essentiafly states that the Hospital will not avadl any duphcaie sssistance for the same patienticase from any other NGO of any ofher source.
24 Thie asalstance from Koshika Foundation is only financial in nature. The eholes of the reatment/procedurs pdvinediconductod by the Hospilal on tho
patient, is based on the arangement betwesn the patient & the Hospial, and is in no way influencad by Koshika Foundation. Hence, the Hoepital wit
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