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2} | solemnly confim that sssistance. If recelved from Koshikas Foundetion, will be used onfy for the “purpose”, as statid in s Form, for which such assistance

wis requesied by me.

3} 1 hereby confirm hal | have not & will net in future, avall of reémbursement, in part or in full, from any other source/employerfinsurance company, of the amount
for which this assistance is requested
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1} By affxing my signalure of thumb imprassion on this Form, | (Applicant) hereby agres & authoriss Koshika Foundation and il's Trusteess (o
usepubiish/pul-upireproduce my name, address, pholo & detaiis of the “purpose”, for which such aasistance it requontedgranted, through any
medium, inclding bul not limied to verbal, print, slectronic, for soliciting donations for Keshika Foundation endior disseminating information sbout t's

activitisa/achievemenis. Such use of my phota & detalls con b made by Moshiks Faundalion befors of after my (reatment or fulliment of ihe "purposa®
for which assistance Is being requestad.

2) 1 (Applicant) further agres thal any such use of my name, sddress, photo & detalls of the “purposs”, for which such assistance bs requettad'granted,
will nol sutomatically entitle me for recalving or continuing the sald assistance. The decision for granding andiar continuing the sssistance will rest soisly
with the Trusiees of Koshika Foundation, and thair decision is tis regard will be final and acceptatie to me,
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1} that we nedther ore presently nor will in future ovall of financial asslstonce from ancther NGO or any other source, Tor the same patient'case, Bs we o
requesting o gel from Kashika Foundation, o the sxtent that such assisiance is granted by Koshika Foundation. If the requested assistance is nol granted
by Koshika Foundation, in par ar in full, than the Hospital reserves it right 1o make up the shorifall from ancther NGO or any other source. This
confirmation essentially states that tha Hospitsl will not avall any duplicats assistsnce for the sams patient/case from any othar NGO or any other sourca.
2} The aesistance from Koshika Foundation is only financinl in nature. Ths cholos of the trestmentiprocedurs advised/conducted by the Hospial on the
patiant, is based on the arrangemanl betwesn (he patient & the Hospltal, and is In no way influencad by Koshika Foundation. Henca, the Hospital will

assume soko & complois responsibilily of the treatment & IT's oulcome & salety of the patent. and Kouhika Foundation will heve no role or responsshility
Im B maatiar

vt sifwwn, wemel o st @ wbad w Ceifn st W Tl ween by el o et §, el ows (e e g s 0 sl ot

1) Wy s % & wie ol 1 W wfies o faflm sy el e el s w el = i A o Gt J R ow w o § 86 T oo Swifes T
B fwiovie we ¥ o A s et o wer ¥ ot “wifes werstee” g we fiel sfeees i g R few e o e
et s iy wowlh shew W Al e e R e o W afees e v b e e e v ww | i s i e me At i feelt
b el wow w el o e @t vl

1 “wifrm W 2 & of wm v flm owi o 4 O w v o 4 of T o o e B e oo e

% W fown § ol “wifirm Wit g0 falt e W Wi e o b e e F Ol e e abe st wd o) Wl Tl a0 o v
w ol “wifires® e gftee Pl v et F o o

Date of Surgery
syt % it |
FOR INTERRAL USE of KOSHIKA FOUNDATION mmn
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
el v = T 2

py? B
— \




