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1) | haraby confirm thal all detalls in this Form an True (o the best of my knowledge. Any false stalement will rendar my Application & ongoing
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1) By affixing my signature or thumb lmpression on this Form, | (Applicant) hereby agroe & suthorise Koshika Foundation snd Il's Trustees o
wselpubiishiput-upiraproduce my name, address, photo & details of the “purpose”, for which such assistance is requestedigranied, through any
madium, Including but not limited to verbal, print, slectronic, for soliciting donations for Keshika Foundation andior disseminalng infarmation sbout iv's
nctivitios/ achigvemants. Such use of my pholo & detalls can be made by Koshika Foundation befors or after my treatment of fulfiiment of the “purpose”
for which assistance |s being requestad.
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with {he Trusess of Koshika Foundation, and their decision |s this regard will be final and acceplable 1o ma.
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By affizing herounder, signature of our Authorised Signatory for recommending this casefpabent for financial assislance from Koshika Foundation, we
{Hospltal) hemby ot rm & accept foflowing:

1) thut we nelther are presently nor will in future avail of financial assistance from snofher NGO or any other source, Tor the same patienliCase. 85 we B8
reguesting 1o get from Koghika Foundation, 1o the extent (hat such assistance |s granted by Keshika Foundalion, Ul the requested assistande i nol granted
by Koshiks Foundation, in par or in full, then the Hospitsi reserves it's sight 1o make up tha shortfall from another NGO or any other source. This
cotfifmation essentially siafes that the Hosplial will not avall any duplicale sssisiance for the same patient/cass lrom any olher NGO of any olhar saurce
7] The assistance from Koshika Fourdation is only linancial in naturo. Tha choice of the trestment/procedure advisediconducted by the Hospital en the
patlant, s based on the arrangemant batween the patlent & the Hospital, and I8 in no way influenced by Koshika Foundation. Hence, the Hospital will
sssuma soie & complets responsbility of the freatment & il's outcome & safety of the patient, and Koshika Foundation will have no rofe or reasponsility

in the malted.
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