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1) | hereby confirm that all doteds in this Form are True to the best of my knowledge. Any false statsmant will render my Applicaion & ongotng assistance, If any,
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2) | nolamndy. confirm that assistance. if roceived from Koshika Foundation, will be used only for the “purposa”, as steted In this Form_ for which such assistance
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1) By affizing my signature or thumb imgression on this Form, | (Applicant) heraby agree & authorise Koshika Foundation and [1's Trustees to
uselpublish/pul-upireproduce my neme, address, pholo & detalls of the “purpasa”, for which such assistance ls requesied/granted. through sny
migedium, includirg trd not imiled 10 vorbal, prnt, elecironic, for soliciting donations for Koashiks Foundation andfor disseminating information about i's
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for which ansistancs s being requesied.
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with the Trustess of Koshika Foundation, and their deciséon s this regard will be final and acceptable 1o me
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By affixing hereunder, signature of our Authonsed Signatory for recommanding this caselpatient for financial assistance from Koshika Foundstion, we
[Hospital) hereby affiim & acoepl following:

1) thet wa neithar are presently nor will in future avail of financiel assistance from another NGO or any other source, for the sams palient/case, a5 we an
reguesting (o gel from Koshika Foundation, 15 the edent that such assistance is granted by Koshika Foundation. i the requestiod assitance & nol graniod
by Koshika Foundation, in part or in full, then the Hospital reserves I1's right 1o make up the shortfall from ancther NGO or any ofher source. This
confirmation sssantially stales thal ths Hospital will not avall any duplicale sssistance lor the sama patient/case from any other NGO o any other source.
2) Thi assistance from Koshika Foundation is only financial in natwre, The choice of the reatmentiprocedure advised/oonductad by the Hospital on the
patient, i bassd on the srrangement botwesn the patient & the Hoapital, and is in no way influsnced by Koshike Foundalion. Haence, the Hosplital wil
sssume sole & complets responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundathon will have no role or responsibility
in the malter.
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