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1) | hestety confirm that a8 dotads in Bs Form are True to e besl of my knowledge. Any false statement will render my Application & ongoing assistance, if any,
lishle for rejectionfcancallation. I

2) | solemaly canfirm that assistance, I recaived from Koshika Foundation, will be used only for hi “purpose”, as stated in this Form, for which such assistance
wins requesied by me.
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1) By affuing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and ir's Trustees to
usafpubish/pul-upfreproducs my name, addresa, phalo & :Ii_ullu of Ite “purpose”, for which such sssistance |8 requestedigranted, iough any
mediym, including but not limited o verbal, print, electronic, for soliciting donations for Koshika Foundation andior disseminating information sboul s
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By affiang hemundsr, signature of our Authonsed Signatory for resommending this casa/patient for linancinl assistance [rom Koshike Foundation, we
{Hespiial) heteby affirm & accept following:

1) trmit wn nedher are presantly nor will in future sveil of linencial assistance from another NGO o any other source, for the same patenticiss. a5 wa are
requesting Lo get from Koshika Foundafion, fo the extent that such assistante 16 granted by Koshikn Foundation. If the requesied assistance |s nol rantod
by Kosiviea Foundation, in part or in full, then the Hospital reserves It's ight fo make up the shortfall from another NGO or uny oiher source. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same pasienticase from any other NGO or any other source
2) Thiy assigtancy from Koshika Foendation is only financial in nature. The choice of the Ireameni/procedure ndvienioandudted by ihe Hospilal on the
patent, is basad on the arangement betwsen the pafiant & the Hespital, and (s In no way Influenced by Koshika Foundation, Hence, th Hiatpitad wilt
assume sole & complete responyibility of the trestment & ﬂ*:l. outcome & safely of the patient. and Koshika foundation will kave no mie or resporsinlity
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