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1) 1 herebyy confirm ihat all details in this Form are True to the best ol my krowledge. Any false stalement will frendes my Application & ongoing assistance, If any,
lizbie for rejection/canceliation.

2) | solemnly confirm that asslstance, if received from Koshike Foundstion, will be used only for the “purposs”, Bs sialed in this Form, lor which such assistancs

WaE reduested by me.

3] | hereby confirm ihat | hove not 8 will nol in fulure, avail of reimbursement, in pan or in full, ffom any other sourca/employerinourance company, of the amaunt
for which this assistance is requested
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1) By affiwing my signature or thumb impression on this Form, | {Applicant) hereby agree & authorise Koshika Foundation and it's Trustaes 1o

uselpublish/pul-upireproduce my name, address, pholo & detalls of the *purpose”, for which such assistance Is requestedigranted, through any

midium, ineluding but not limited to verbal, prinl, slacironie, for soliciting donations for Koshika Foundation and/or dissaminating infarmation about it's

aolivilies'achievemants, Such use of my photo & detalls can be made by Koshika Foendation before or aftor my treatment ar lulfiiment of the “purposa”
for which assisiance |5 being requested.

2) | |Applicant) further agree thal any such use of my name, address, photo & detalls of the "purpese”, for which such assistance is requested/granted,
will nat automatically enfille me for receiving or cantinuing the said assislance. The deciston for granting andfor continuing the asststanca will rest solaly
with the Trustess of Koshika Foundation, and thelr decision Is this regard will be final and acceptable to me.
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By affiming hareunder, signature of our Authorised Signatory for recomimending this casa/patient for financial assistance from Koshika Foundation, we
{Hospitai) herety affirm & sccapt ollowing:

1} thel we nedther are presently nor will in future avall of financial assitlance from another NGO or any other sourca, lor the same patienltase, a8 wa ore
requesting to get from Koshika Foundation, o the extent that such assistance |3 granted by Koshika Foundation. If the requested assstance (s not grantad
by Koshika Foundation. in part or in full, then the Hospial reserves it right to make up the shortfall from anotiver NGO or any other source. This
confirmation essentially states thal the Hospital will not avall any duplicate assistance for the sama palient'cass from any other NGO o any other source
2) The assistance from Koshika Foundation s only financial in nature, The cholee of the treatmentfprocedure advised/conductid by the Hospital on the
paathant, s hased on the arangement betwean the patlent & the Hospital, and Is in no way Influenced by Koshika Foundation. Hanoe, this Hospita! will
pasume 50k & completa responsibifity of the trestment & i's outcorna & safety of the patient, and Koshika Foundation will have no role of respongibility
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