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1} | hereby contirm that all details in this Form are True to the best of my knowledge. Any false stalement will rendes my Application & angoing ssslstance, i any,
linbée for resction/cancellation,

2) | mobemaly confiem thal asskstance, I recelved from Koahlka Foundation, will be Lbed only for the “purposs”. aa stated in this Form, fer which such aesistance
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1) By affixing my signature of thumb impression on this Form, | (Appicant) kersby sgree & authonse Koshika Foundaion and il's Trustess
usepublishipul-up/mproduce my rame, address, pholo 4 detalls of the “purpose”, Tor which such assistance s requestedigranied, through any
medium, including but not imited to verbal, print, slectronic, for soliciting donations for Koshika Foundation andior disseminating information about It's
activitles/ schigvemants. Such use of my pholo & delalls can be made by Koshika Foundation before or afier my treaiment or fulfimant of The “purposs’”
fioe which assistance is being requested.
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will not automaticafly entitle me for receiving or continuing the said assistance. The decision for graniing andfor conlining the assistance will rest solely
with the Trustees of Koshika Foundation, and thelr declsion Is this regard will ba final and acceptable 1o me.
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By affising hereunder, signaturs of our Authorised Signatory for recommanding this case/pationt for financial ansisiance from Koshika Foundation, we
(Hospial) hereby affirm & accept following:
1] that we neither are prosenily nor will in future avail of financial assistance from onother NGO or any other source, for the yame patienticase, oo we o

1o get from Koshiks Foundation, 1o the extent thal such assistance is granted by Koshika Foundation. If the reguested assistance is nol granied
by Koshika Foundalion, in part or in full, then the Hospital ressrves IU'a right (o make up the shodf@all from another NGO or any othe: source, This
confirmation essentialy states that the Hospital will not avall any duplicate ssststance for the same patienticase from any oifher NGO or any ofher source:
7) The assistance from Koshika Foundation le only financial in nature. The choice of the treatment/procedure advisadiconducied by tha Hospital on he
patient, is b=sed on the amengement between the pafient & the Hospital, and is in no way infiuenced by Koshika Foundalion, Hence, the Hosgital will
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