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1) | heratry confitm that all details In this Form are True to the best of my knowledge. Any false statemant will rander my Applicafion & engoing assistan
liable for rejection/cancellation.
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14 By affixing my signalure or thumb impression on this Form, | (Applicant) heraby agree & authorise Koshika Foundation and it's Trustees lo
use/publishiput-upireproduce my name, address, photo & details of ihe “purpose”, for which such assistance s requesied/granted, thiough any
madium, including bul not limited to varbal, print, elestranic, for soliciting donations far Koshika Foundalion andfor disseminaling information about it's
activiies/achlavaments. Such use of my photo & details can be made by Koshika Foundation belara o afler my Ireatment or fulfiment of the “purpose”
for which assistance (s being reguested

2} | (Applicant) further agrea Ihat any such use of my nama, address, photo & detalls of tha "purpose”, for which such assistance s reguested/granted,
will not automatically entitle me for recelving or continuing the sald assistance, The decision for granting andiar conlinuing the-assistance will rest solely
with the Trustees of Koshika Foundation, snd thair dagision is this regard will be finsl and acceptable lo me.
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By affizing hersunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospltal) hereby affirm & accept following:

1) that we neither are presently nor will in future avail of financial assisiance from anothar NGO or any other source, for the same patienticase, #s we are
requesting 1o gt from Kaoshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requesled assislance is not granted
by Koshika Foundation, in part o in full, then the Hospital reserves it's right to makes up the shorthall from ancther NGO or any othar source: This
corfirmation essentially states that the Hospital will not avall any duplicale assistance for {he samea patienticase from any olher NGO or any olher source.
2} The assistance from Kashika Foundation is only financial in nature. The choice of the treatmenl/procedure advisediconductad by the Hospital an the
patient, is based on the arrangsment betwesn the patient A tha Hospital, and is in no way influenced by Koshika Foundation, Hance, tha Hospital will
assume sole & complets responsibliity of the treatment & i's oulcome & safely of the patient, and Koshika Foundation will have no rale or responaibility
in the maher.
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