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1} | hermbey ponfiem that ail details in s Form ane Troe o B basl of my knowisdge, Any lalss sinbeman will rendar my Apgication & engoing acesiance, #any,
labio for ian,

21 | gotmmnly confirm thal assistance, if recetvid froem Koshiks Foundabon, will be used ondy for the "purposs”, B staied in this Fom, dor whick such assisiance

Wil requesied by me.

33 | hereby confiem that | have nel & wil nol in future, avail of reimbursement, in pan o in full, e any offee sourcssmployerineumnce company, of e amount

for which thin assisance B sjuesied
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1} By afaing my sgnalure of thumb impression on this Farm, | {Applcant) heraby sgres & sulhorise Koshika Foundation and it's Trusiees io
isspublishipul-spirsproducs my name, address, photo & details of the "purpose”, for which sich assisiance is reguesindigranisd, Brough any
macdium, indudng b nod Smited 1o verbal, prnl, slectronic, Tor soliciting donations for Koshives Foundation andfor disseminaling informalion aboul it's
pcivitinsiachiovements, Sush e of my pholo & detais can be made by Koahiks Foundaton beiore or afier my reaimenl o ifilmeni of the "purpose’
for which assislance is being réqusbid.

24 1 [Applican ) furiher agres That Ary such s of my name, sddress, pholo & details of the “puipass’, for which such essislancs i requestedigrant=d,
will nol automaticaly entitle me dor receiving or conlinuing the sakd assistance. The deciseon fod graniing andfor conlinuing the assistance will rest sclely
with tha Trustess of Keshika Foundaton, and {keir decsion & this regard will 'be final ard acosplable i me
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By affiaing hereundes, pinm- of our Kuthoraed Signatory for recommending this casa/patent for Bnancial sssistance lrom Mashiks Foundaton, wa
[Hoapital) neroby a%rm & acoept following:

1] et we mefiher are presently nor will in Tutne avall of ingncial assislarce from enother NGO or any aiher scurcs, for the sama palonticasa. o we ane
raquessng In gof from Koshita Foundation, 3 tha estent Mal such assistance is granted by Koshica Foundation. If ihe regquesiag assistance & nol graniod
ry Koshics Foundation, in part of in ful, then the Haspial resenves i right to mase up the: sharttal from another NOO or any oer source. This
corfimraiion sssengally stakes Mal the Hospral will mol avall any duplicabs aesatance for the same palanticass from any oihes NGO or ary oiher source.
7 The assisiance from Koshika Froundation is onfy financial in nature. The choice of the insalmenliprecedurs sdvisediconducied by the Haspital on the
patiend, is based on the arracgemsant babeeen tha patenl & ths Hospilal, and & in o0 way influsnced by Hashika Foundaton. Hance, he Heeptal wil
assume sole & compleba responsiiity of Se veaiment 4 s ouicome & safety of ihe patient, and Roshiks Foundabion will hae no nofa or respansiity
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