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1] | haraby confirm thal & detads in this Form are True 10 Be best of my knowledge. Any feise sistemenl wil render my Application & ongoing asssstance. If any,
luasbber e repectianica nenflatioen.

2) | solamnly confirm that sssistance, if recaived from Koshika Foundation, will be used only for e “purpose”, as stated in this Form, for which such aesistance
wirs requesied by me
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1] By affixing my signature or thumb impressmn on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and iU's Truslees 1o
usn/publishipul-upireproduce my namae, sddress, photn & deotails of the “purpasa”, for which such assistance is requesied/granted, through any

madiumn, inclisding but not limiled to verbal, print, slectronic, for soliciiing donations for Koshike Foundation and/or disseminating information sbout if's

activilosiachievaments. Such use of my pholo & detalls can be made by Koshika Foundation belore or aftar my treatment or fulfiiment of the *purpose”
for which nsskstance i being requested

2) 1 (Applicant) further agree thal sny such use of my name, address, photo & detsils of the “purpose”, for which such assisiance is reguestedigrantad,
will nol sutomatioally entile mo for recaiving or continuing the sald asuistance. The decision flor granting and/or continuing the assistance will rest solely
with the Trusiees of Moshika Foundation. and thair decison is this regard will ba final and acosptable to me.
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Hy affoung hereunder, sgnatere of our Authonsed Signetory for recommending this case/patent for financial assistance from Koshia Foundation, we
(Hoapital) hersby afirm & accapl following:

1) that we neiher are presently nos will in future avail of financial assistance from another NGO or any other source, for the same pallentcase, as wo are
reguisting 1o gl from Koeshia Foundation, 1o the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves I1's right to maks up the shortfall from another NGO or any olher source, This
confirmaton sssenlially stotes that the Hospital will not svail any duplicets essistance for the same patienlcasa from amy other NGO or any other source.
2) The assistance from Koghika Foundation is anly financial in nature, The choice of the reslment’procedurs advised/conducied by the Hospital on the
patianl, is basad on the srangement batween the patient & the Hospital, and is in no way influsnced by Koshika Foundation. Henca, the Hospital will

assume sole & complete responuitility of the treatmant & it's outcoma & snfaly of the patient, and Koshiks Foundation will have no role o responsibllity
in the matior
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