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1) | rereby confirm mat i dotails in this Form are True 1o the best of my knowledge. Any false statermsnt will rendar my Application & ongoing assistance, If any,
lble for repectiondcancellation

2) | solemnly confirm that assistance. if received from Koshika 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 signature or thumb impression on this Farm, | (Applicant) heraby agree & authorise Koshika Foundation and it's Trustees 1o

use/publishiput-up/reproduce my name, address, pholo & details of the *purpose”, for which such assistance is requestedigranted, through any

madium, including bul nat limited 1o verbal, print, electronio, for sckciling donations for Koshika Foundation and/or disseminating information sbout i's

activitiesiachlevemenis. Such use of my pholo & detalls cin be made by Koshiks Foundation befors or after my trestment or fullliment of the “purposs”
Tor which assisiance is being requoesied.

2) | (Apphcant) further agrea that any such use of my name, sddress, photo & detalls of e "purposs”, for which such assistance is requestedigranted,
will nat sutomatically aniitle me for recalving o continuing the sald assistance. The deciilon for granting andior continuing the nesistance will rest solaly
with he Trustees of Koshika Foundation, and thelr decision is this regard will ba final and acceptable 1o me
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By affidng hersundsar, sgnatune of our Authorsed Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hempital) horsby affirm & wooepl following:

1) that we nefher are prasontly nor will in future ol of finonclal asslstance from enother NGO or any ather source, for the same patient/cass, 85 we B'e
requesting o gel from Koshika Foundation, 1o the extent thal such assistance is granied by Koshika Foundation. If the requested assistance is nol granied
by Koshika Foundation, in part of in full, then the Hospital reserves IU's right to make up the shorifall from ancther NGO or any other source. This
confiemation essentially states thal the Hospital will nat avail any duplicate assistance for the same patient/case from any olher NGO or any other source
2] Tha assistance from Koshiks Foundation s only financial in nature, Tha choice of the restmentiprocedurs advised/conductad by the Hospital on the
patient, i baesd on the srangement betwesn the patidst & the Hospital. and ks in no way Influsnced by Koshika Foundation. Hance, tha Hospiltal wil

ansume sole & complets responsibility of the treatmant & it's oulcome & safety of the patlent, and Koshika Foundation will have no role ar responsibility
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