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1) | hereby condirm Mat af dotails in Bis Form are True (o the beat of my knawledge Any false statoment will render my Application & ongoing assistance, it any,
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1) By alfudng my signature or thumb impression on this , | [Applicant) hereby agree & suthonse Koshika Foundation and i's Trusiees io
usapubish/pul-upireproduce my name. sddress, pholo & datails of the “purposs”, for which such assistance Is requosiod/granied, theough any
medium, including tul not limited to vertal, pant, ekectronic, for soliciting donations for Koghda Foundabon andlor disseminating information about it's
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for which assistance is being requesiad
2) 1 iApplcant) further agree that any such use of my name, pddress, photo & detalds of the “purposa”, for which sceoh assistance is raquestedigrantiod,
will nel automaticnlly antile me for recniving or conlinuing the soid assistange. The decision for granting andlor continuing the assistance will rest solely
wilh Ihe Trusiees of Koshika Foundation, and their deciszon s this regard will be final and acceplable (o me.
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By afliung hereunder, signatuie of our Authorised Signatory Tor recommending this cass/patien! for linancial assistance from Koshiks Feundstion, we
(Hospital) hereby affirm & accept following:

1] ol we neither sre presently nor will in future svall of financlal ssshitance from another NGO or any other saurce, for the same patisnt/case, as we are
requasting io get from Koshiia Foundation, 1o the sxtent thae such assistange is granied by Koshits Foundation. If the requesied assistance |5 nol granted
by Koshiva Foundation, in part ar in full, then the Hospital reserves It's ightito make up the shortfall from another NGO ar any other source. This
confirmabon essantially siales that the Hoapital will rot avail any duplicate assistance for the same patienUcase from any other NGO or any othe: sourcn
2) The assistance trom Koshika Foundanon is anly finarcial b nature. The éholce of the treatment/procedune advisadiconductod ty the Hospital on Lhe
patient, is based on the arangement between the patient & the Hospital and s In no way Influsnced by Koshiie Faundation. Hence, fh Homphtal wil
assume soln & complote reuponsibiity of tha restmen & IW's outcome & safgty of ihe petlent, and Koshike Foundation will have na role or rasponsibility
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