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11 | heeoty confirm that all detalls in this Form are True to the bast of my knowledge. Any false staterment will render my Application & angolng assistance, if any,
lizbw for rejaction/canceliation.

21 | solemnly confirm that assistence, if recelved from Koshiks Foundation, will be uSed only Tor the “purpose”, as stated in this Form. for which such assistance
was requested by me
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1) By atfiwing my signature or thumb impression on this Form, | {Apohicant) heraby sgree & authorise Koshika Foundation and it's Trusises to

usefpublishipul-upireproduce my name, address, photo & details of the “purpose®, for which such assistance Is requestedigranied, through any

msdium, ncluding but nol lmited 1o verbal, print, slectronie, for soliciting donations for Koshika Foundation and/or disseminating Infarmation about if's

activitiesfachiavameants. Such use of my phota & detais can be made by Koshika Foundation before or after my treatment or fuliiment of ihe *purposa”
for which assistance is being requesied.
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will not automatically ntifle ma for recaiving or continuing the said assi=lance. The decision for granting and/or confinuing the assistance will rest solaly
with the Trustees of Koshika Foundation, and their decision is this regard will be fingl and accepiable o me.
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By affixing hersUnder, signalure of our Authorised Signalory lor recommanding this case/patient lor financial assistence from Koshika Foundation, we
[Haspital) hereby sffirm & accepl lollowing:
1) thart we nelther are presently noe will in future avall of financial assisiance from another NGO or any other source, lor the sama patianticase, By we are
requesting 1o get from Koshika Foundation, to the extent that such assistance ks granted by Koshika Foundation. If the requestisd assistance is not granted
bry Koshika Foundalion, in part or in full, Ihen the Hospital reserves it's right o make up the shortfall fram ancther NGO or any other source. This
confirmation essentially states that the Hospltal will nat avall any duplicate assistance for the same patiant/case from any other NGO or any ather solrce.
21 Tha assistance fram Hoshika Foundafion is only financial in nature. The cholee of the ireatmantprocedure advised/ponductad by the Hospital on the
patient, Is based on the ammangement betwean the patiant & the Hospital, and |s in no way influenced by Koshika Foundation. Hence, the Hospital will

essume sole & complele responsibility of the treaiment 8 It's outcoma & safaty of the patient, and Koshika Foundation will have no role of responsibliity
in the matter,
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