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1) | hereby cenfinm that all detalts in this Form are True to ihe best of my knowledge, Any false statement will render my Application & ongoing assistancs, f any,
liabie for rajection/cancalfation.

2) | salemnly confirm that assistance, i rocelved from Koshika Foundstion, will be used only for the "purpose”, as stated In jhis Form, for which such sssistance
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1) By offixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trusiees o
usa/publishipul-upireproduce my name, addrass, pholo & detalts of the “purpose”, for which such assistance is reguestedigranted, through any
medsum, including but not fimited 10 verbal, prnl, slectronic, for soliciling donations for Koshlka Foundation and/or disseménating Information abaut it's
nofivities/achigvaments. Such use of my pholo & details can bo made by Koshika Foundation before or after my treatment or fulliiment af the “purposs’
far which assistance |5 being requesied.

2 1 [Applicant) further agres that any such use of my name, address, phofo & delalls of the “purpose”, or which such assistance is requested/granied,
will nol aulomaticatly entiiie me for raceiving o conlinuing Whe said sssistance. Tha cecigion for granting andfor continulng the assistance will rest solely
with the Trustees of Koshika Foundation, and their decision Is this regard will ba final and acgeplable fo me.
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By affxing hereundar, signature of our Auihonsed Signalory for recammending ihie case/patien for linancial assistance from Koshika Foundation, we
{Hespital) horeby afirm & accept following:
1) that wa nalther are prasently nar will o future avall of financial assistance from another NGO or any other source, for the same patisntcass, a5 we are
requesting o get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation, If the requested essistanca = nof granied
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This
confirmation essantially states that the Hospital will not avail any duplicate assistance for the sama patianticass from any other NGO or any other source.
2) The asswstance from Koshika Foundation is only financial in nsture, The chaice of the treatmentprocedurs advised/conducted by the Hoapital an the
patienl, is based on the srrangemen) betwean the patisnt & the Hospital, and is in no way influsnced by Keshika Foundafion. Hence, the Hospital will

gasume sola & complats responsibliity of the treatmant & IU's oulcoma & safety of the patient, and Koshika Foundation will have no role o responsibility
in the matter.
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