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1) | hereby confirm that all detalls n this Form are True to the best of my knowledge, Any lalse stalement will render my Application & ongalng 2ssistance, H any,
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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree 8 authorise Koshika Foundation and s Trustess to
usa/pubish/pul-up/reproduce my name, address, pholo & datails of the "purposa’, for which such assistance is requestadigranted, through any
rreedium, Inctuding but nod limited 1o verbal, print, electronic, for soliciting donations fur Koshika Foundation and/or disseminating information aboul it's
aclivitieslachisvements. Such use of my photo & details can be made by Keshika Foundation bafore or after my trestment or Lifilment of the ‘purpose”
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2} | (Applicant) further agree that any such use of my name, address, photo & detalls of the "purpose”, for which such assistance is requested/granted,
will not sutomatically entlle me for receiving of conlinuing the said assistance. The decision lor granting and/or continuing the assistance will resl solaly
with the Trustees of Koshika Foundation, and their dacision s this regard will be final and acceptatie to me.
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By aflixing hereundar, signature of gur Authorised Signatory for recommending this case/pabent for financlal assistance from Koshika Foundation; we

[Hoepital) horaby affirm & accept follawing:

Th that wa nefiher @re presently nor will in futwre avall of financial asslstance from anolher NGO or any other source, for the same patlent/case, 85 we are
reqeesting to gt from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requaesied assistance is nol grantod
by Koshika Foundation, in part or in full, then the Hospital reserves It's right to make up the sharifall from ancther NGO or any other source, This
confirmation essentiatly stales that the Hospital will nol aveil any duplicate essistance lof the samae patient'case from any other NGO or any ather source.
2) The assistance from Koghilka Foundation (s only financhal in nature, The cheolce of the treatment/procedune advised/conductad by the Hospltal on the
patiant, is basad on the armangement batwean the patiant & the Hospital, and |5 in po way influenced by Koshika Foundation. Hence, the Hospital will
assume solo & complats msponsblity of the treatment & it's outcome & safoty of the patient, and Koshika Foundation will have no role or responsibility
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