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1) | heereby porfiem thal all datafls i this Form are True 1o the best of my knowledge, Any false statement wil randor my Applicstion & onguing assistance, Hany,
liable for rejectionicancellaton,

2} | solemnly canlizm thal sssistance, if received from Koshika Foundacan, will be used anly for the “purpase”, as stated in this Farm, for which such assistance
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1) By sffixing my signature of thumb impression on this Form, | (Applicant) hereby agree & suthorise Kaghiks Foundation and it's Trustees 10
useipublish/pul-uplreproduce my name, address, photo & delails of the "purpose’, for which such assistance is requestadigranted, through any
miedium, Including but not jimited 1o verbal, print, eiectronic, for-salicling donations for Keshika Foundation and/or disseminaling Information about It's
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By aliking Fersunder, sighature of our Authorised Signatory for recommending this casa/patient tor financial assistance from Keshika Foundation, we
(Hesgitel] hersby affirm & accep! following:

1) that we naither are presantly nor will in futute avall of financial assistance from another NGO or any ofhar source, for the same patleniicase, s wa are
requasting 1o get Trom Koshiks Foundation. 1o the sxleni fnal such assistance ks granted by Koshika Foundation, If the requasted sssistance is nol grantod
by Koshika Foundation, In part of In full, then the Hospits| reserees i1 right to make up [ha shettall from another NGO or any olher source. This
confirmation essanllally states that the Hospital will nat svail any duplicate assistance for the same patienticase fram any.olher NGO orany alher source,
7) The assistance from Koshilia Foundation is only financial in neture. The cholce of the trestmentprocedure advisediconducted by Ihe Hospllal on tha
patlent, Is based on the arrangament between the patient & the Hosplial, and ks in no way infivencad by Koshiks Foundation, Hence, the Hospital wif
assume-sole & complele responsibility of the Ireatment & it's outcome & safuty of the patiahl, and Koshika Foundatian will have nio role ar responsitilily
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