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1} | hareby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Apglication & ongoing assistance, If any,
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2} 1 solemnly confirm that assistance, [f received from Keshika Foundation, will be used only for the *purpose”, as stated in this Form, for which such assistance
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1] By affixing my signalure or thumb impréssion on this Form, | (Applicant) hereby sgree & authorise Koshika Foundation and It's Trustees to
use/publishiput-up/reproduce my name, address. photo & detalls of the “purpose”, for which such assistanos is requestedigranied, through any
medium, including but not limited lo verbal, prinl, electronic, for sollciting donations for Koshika Foundation and/or disseminating information about It's
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By affuing hereunder, signature of our Authorised Signatory for recommanding this case/patient for financial assistance from Koshika Foundation, we
{Hospital) heraby affirm & accept following:

1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patienticase, as we are
recuesting o gel from Koshika Foundation, to the axtant that such essistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshlka Foundation, In part or In full, then the Hospital reserves IUs right to make up the shortfall from another NGO or any other source. This
confirmation essantlally states that the Hospital will not avall any duplicate sssistance for the same patient/casa from any other NGO or any other source.
2) The assistanca from Koehika Foundation is only financial in nalure, The choice of the treatment/procedure advisedicanducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospltal, and is in ne way Influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complete responsibliity of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have na role or responsibility
in the mattar
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