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1) | heroby confiem that all detads in this Form are True 1o the best of my knowledge. Any false statement will render my Application & ongoing asslstance, If any,
limshite for redaction/cancedation.

2 | sokerminly confirm that assistance, if received from Koshika Foundation, will be usied only for the “purpose”, as stated in this Form, for which such pssistance
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11 By afliking my signafure or thumb impression on this Form, | (Applicant) hereby agree & suthoriss Koshika Foundation and it's Trustoes (o
usitpublishiput-up/reproduce my name, address, phato & detalls of the “purpose”, for which such assistance s requestodigranted, through any
madium, Including buil not imiled o verbal, print, electronie, for soliciing donations for Koshika Foundation and/or disseminating information sbout it's
aclivitiesiachisvernants. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the “purpass”
for which assistance |s baing requested
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will nol sutomatically entitle me for receiving or cantinuing the said assistance. The decision for granting and/or cantinuing the assistance will rest sofely
with tha Trusines of Koshika Foundation, and Iheir decision |s this regard will ba final and accaptable 1o me.,
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By alfixing horeundar, signature of our Autherised Signalory lor recommending Lhis case/patient for financial assistance from Koshika Foundation, we
{Hospital) herety affirm & accept ollowing:

1] that wa nelther are prasently nor will in future avall of finoncial sssistance from another NGO or any other sourcae, for the same patlent/cass, as we are
requesting to gel from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation, If the requestad assistance |s not granted
by Koshika Foundation, in part or in full, then the Hospital reserves s right to make up (e shortfall from another NGO or any other source. This
confirmation assaentlally states thal the Hospital will nol avall any duplicate essistance for the same patient/case from any other NGO or any ofher souce.
2] The sesiatance from Koshiks Foundation is only finsncial in nature. The choice of the treatment/procedurs advised/conductsd by the Haspital an the
patlent, is based on the arangement betwesn the patlent & the Hospltal, and s in no way influenced by Koshika Foundation. Hence, the Hospital will
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