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2 solemnly confirm that assistance. If recelved from Keshike Foundation, will be used anly for the “purpose”, as stated In this Form. for whch such assistance
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1) By affing my signature of thimb imprassion on this Form. | (Applicant) hereby agree & authoriss Noshiks Foundation and Il's Trusleass o
use/pubiishipul-upireproduce my name, address, pholo & datalls of the “purposs”, far which such asslstance is requaesied/granted, through any
miedium, including Bul ned limided lo verbal, prinl, electronic, for soliclling donations lor Koshika Foundalion and/or disseminating informalion about If's
petivitinsachisvemants. Buoh use of my phaolo & details can ba made by Koshika Foundation balore or affer my irealment of fulfiiment of (he “purpose”
for which asssstance is being requestad

211 {Apphcant) furher agres ihal any such use of my name, address, phato & detalls of the "purpose”, for which such asslslance i roquesisdigranted
will merl sulamaticalty antitle ma for receiving o continuing the said assistance. The decision for granting andfor continuing tha assisiance will sl solely
wilhy the Trusteen of Koshikn Foundation, and thair decision is this regard will be final and accoptable 1o me
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By aliung hersundar, signature of our Authorised Skgnatory for recommanding this case/patient for linancisl assistance from Koshika Foundalion. wa
{Hospital) hereby stfirm & eccept lollowing:

1) thirl wis nesthar sie presenty nor will in future avall of financisl assistance from anolher NGO or other source, for the sama potient/coss. s we are
requesting 1o get from Koshika Foundation, ko the extent that such assistance ks granted by Koshika Foundation. If the requested assistance ' not graniad
by Hoshikn Foundation, in part or i full, then the Hospital reserves it's right o make up the shortfall from anothe:r NGO o any other source. Thia
covilirmation essentinlly states that the Hospaal will not avill any duplicale sssistance lor the same patient'case liom any cther NGO or sny ctfier sounce
2) The sssistance Yom Koshika Foundation is only financial in nature, The choice of the restmentiprocedure advisediconducted by the Hospiial on the
pationt, is based on the arrangement between the pationt & tha Hosplial, and is in no way Influsnced by Koshika Foundation Hence, thi Hosgitsl wil

assume sole & complete responsibility of the treatment & II's oulcoma & safaty of tha palient. and Koshiks Foundation will kave no rofe or responsibility
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