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2} | solemnly confirm that assistance, if received from Koshike Foundation, will be used only for tha *plrposs”, as stated in this Form, for which such

was requesied by me !

3) | hereby confirm that | have not & wil net in future, avall of relmbursement, In part or in full, from any ofber sourca/employerfingurance cofmpany, of the mmu’r\

for which this eesistancs s requested.
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V) By aflixing my signature ar thumb imprassion on this Form, | {Applicant) hereby agras & authorise Koshika Foundation and It's Trustaes 1o
usa/publishiput-upfreproduce my name, address, photo & detals of the *purpose’, for which such sssistance is requestedigranted, through any
medium, including but not Bmitad to varbal, print, electronic, for saliclting donations for Keshika Foundation andiar digsaminaling Information about il's
activitles/achisvamants, Such use of my pholo & dotalls can be made by Koshlks Foundation before or after my treatmant or hulfilment of the “purposa”
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will not automatically antitle ma far reselving or continuing ihe said asslstance. The decision for granting andlor continuing the essistance will rest solely
with the Trustees of Koshika Foundatlon, and their decision Is this regard will be final and acceplable to me.
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By aflixing hereundes, signature of our Authorised Signatary for recommending this case/palient for financlal assislance from Koshika Foundation, we
(Hospital) heraby affirm & accapt following:

1) that wa neither are presently nar will In future avall of financial assistance from another NGO or any other source, for the same patient/casa, 85 we are
requesting to get from Kashike Foundation, to the oxtent that such assistance s granted by Koshika Foundation. If the requested assisience Is not granted
by Koshika Foundation, in part or In full, then the Hospital reserves II's right to make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avall any duplicate sesistance for the same patlenticase from any other NGO or any other source,
2) The essistance from Koshlka Foundation Is only finenclal in neture. The cholce of the treatment/procedure advisadiconducted by the Hespital on the
patient, is based on the arrangomant belweoan (he palient & the Hospital, and is In no way Influsnced by Koshika Foundation. Hence, the Hospital will
asiume sole & complels responslbility of the treatment & it's outcomo & safaty of the patient, and Koshika Foundation will have no rols or responsibility

Iri the matter.
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