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2) | sodemnly confirm that assiutance, if received from Keshika Foundation, will b usad onty for the “purpose’, as stated In this Form, lor which

was requested by me.

3) | hereby confirmi that | hgve not & will not in future, avail of reimbursement, in part of in full, from any other source/employer/insutance company, of f

for which this assistance s
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1) By affixing my signature of thumb impression on (his Form, | iApplicant) hereby agree & authorise Koshika Foundation and It's Trustees o
useipublish/put-up/reproduce my name. address, photo & detalls of the “purpose’, for which such assistance s requested/granied, though any
medium. including but not limited 1o verbal, peinl, efectronic, for solieiting donations for Koshika Foundalion andlor disseminaling Information abaut it's
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with the Trustees of Koshika Foundation, and their decision |s this regard will be final and acoeptable 1o me
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By affixing hereundar, signature of pur Authorised Signatory for recommending this ase/patisnt for Minancial assistance from Koshika Foundation, we
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1) that we nelfher are presanily nor will in future avail of Mirancial assistance from another NGO or any other source, for the same patient/cise, a8 we are
tequesting to get from Keshika Foundation, to the extant that such assistance is granted by Koshika Foundation, If the requested assistance 8 not granted
by Koshika Foundation, In part of in full, then the Hospital resarves iU's right 1o make up the shoitiall from another NGO or any othar source, This
confirmation essentially states thal the Hospita! will not avall any duplicate assistance for the sema patient/case from any other NGO or any other sadrce
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patlent, is based on the arrangsment between the patient & the Hospital, and is in no way influenced by Keshika Foundation. Hence, the Hospital will
-asaume sole:& complete responsibility of the treatmeant & it's outcome & safety of the patiant, and Koshika Foundation will have no roke of responsibiliy
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