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1)1 hereby confirm thal all detads in this Form ame Tree to the best of my knowledge. Any alse statement will rendar my Application & ongoing assistance, If any,
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1] By aflizing my signature o thumb impression on this Form, | (Applicant) hereby sgroe & authorise Koshika Foundation and it's Trusioes to
use/publish/put-upireproduce my name, address, photo & detalls of the “purpose’”, for which such assistance is requestedigrantad, thicugh any
miosium, including but not imited to verbal, print, slecironic, for soliciling donations for Koshika Foundation andior disseminating information aboul if's
aclvities/achievements. Such use of my pholo & defails can be made by Koshika Foundation before or aher my trostment or fulfiiment of the “purpase”
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By affixing hersunder, signature of cur Authorised Signatory for recommending this casefpatient for financial assistance from Koshika Foundation, we
(Hoapital) horeby sfirm & accapl following:

1) that we neither sre presently nor will in future avail of financial assistance from another NGO or any other source, for the same patient/cass, as we ars
reguosling o gel from Koshiks Foundation, 1o the axtent thal such assistance ks granted by Koshika Foundation. If tho requesied ausistance is nol granied
by Koshika Foundstion, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source, This
confirmation essantally states that the Hospital will not svall any duplicete sssistance for (he same patient/casa from any other NGO of sny othar source.
2) The assistance from Hoshika Foundation s only Bnancal in natwre. The choice of the treatmentiprocedure advised/monductad by the Hospital on the
patiant, s bassd on the srangesmant bebssen the patien & the Hospilal. and is in no way influenced by Koshika Foundstion. Hanca, the Hospital will
assume sole & complete responsibillly of the treatment & it's outcome & salety of the pathent, and Koshika Foundation will have no rale or respensibility
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