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1) | horeby conflem that sl defads In this Form ame True to the best of my knowledge, Any false statement will render my Application & ongaing
liabile for rejectionicancelation.

2) | nolarmndy confirm thet asslstance, If recabved from Moshika Foundation, will be used only for the “purpose”. a8 staled in this Form, for which

was roquesied by ma.

3) | hereby confiem thal | have nol & will nol in future, svail of resmburssment. in par of in full, from any olhar source/smployerinsurance company,

for which this ssSistance s requested.
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1) By affixmng my signalure or thumb impresaion on this Form, | (Applicant) horeby agren & authorlse Koshika Foundation and it's Trustoes to
usa/publishiput-upireproduce my name, address, photo & details of the “purposa”, for which such assistance is requestedigranted, through any
medium, including bul not limited 1o verbal, prinl, slectronic, for soliciting donations lor Koshika Foundation andfor disseminating infarmation about i's
achvities/achisvernents. Such use of my photo & details can be made by Koshika Foundation before or afer my treatment or fufilment of the “purposs”
Tor which assistance is being requesied. (
2) | (Apphicant) further agrae thal any such use of my name, sddross, pholo & details of the "purpose”, for which such assistance s requestedigranied,
will nel aatomatically entitle me for receiving of continuing Ihe said assistance. The decision lor granting and/or continuing the assistance will rest solaly
wilh the Trusiess of Koshika Foundailon, and their declsion s this regard will be final and acceptable o ma.
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
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By affixing hereunder, signature of our Authorised Signatory for recommending this casefpatient for inancial assistance from Koshika Foundation, we
{Hospital) hareby afirm & scoepl lallawing:
1} thal we neilher ere presently nor will in future avail of fnandial assistance lrom anolhes NGO or any other source, for the same patientcase, as we are
requesting Lo gel from Koahika Foundation, (o the exient that such assistance is granted by Koahlka Foundalion, Il the requesied assistance is nol geanlod
by Koshika Foundation, in part of in full, then the Hospital reserves if's right fo make up the shorifall from another NGO or any other source, This
confirmation sssantially stales thol the Hoapital will not svall any duplicele assistance for the same pallent/case from any other NGO or nny other source
#) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenl/procedurs advisediconducied by tha Hospital on the
patient, ks based on the amangament betwesn the patient & the Hosplial, and i in no wary influsnced by Koshika Foundation. Hence, the Hospital wil
assume sole & complele responsibliity of the treatment & it's cutcome & safety of the patient, and Koshika Foundation will have no rote or respongibiity
in ihe matier,
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