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1) | hereby confinm that all dedalis in this Form are True to the besl of my knowledge. Any false siatement will render my Application & angoing assistance, If &y,
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2] I salamnly confirm that assistance, if racaived from Koshika Foundation, will be used only for the "purptee”, as stated in this Form. for which such assistance
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1) By affixing my signature or thumb impression on this Form, | (Applicant) heraby agree & suthorisa Koshika Foundation and it's Trustees to
use/publishipul-upireproduce my name, address, pholo & detalls of the “purpose”, for which such assistance ls requesiedigranted, through any
madium, nciuding bul not limited to verbal, print, electronic, for soliciling donatlons for Keshika Foundation and/or disseminating information about s
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with ihe Trustees of Koshika Foundation, and thelr decision s this regard will be liral and acceplable 1o me.
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By allixing hereunder, sigrature of our Autharised Signalory for recommending this case/patient for linancial assistance from Koshika Foundation. wo
{Hospitad) herety affirm & accapt folowing:

1) thot we neither are presently nor will in fulure Byvail of financial aseistence from snother NGO o any other source, for the same patienticess, oe we are
requasting to get from Koshika Foundation, Lo the extent that such assistance is granted by Koshika Foundation. |f the requested assistance is not granted
by Koshika Foundation. In part or i full, then the Hospital reserves It's right to make up the shortfall from another NGO or sny other source: This
confirmation essentially states that the Hospital will not avall any duplicate assistance for the same patienticase from amy other NGO or any other source
I} The assistance from Koshike Foundation s only financial In nature. The cholce of the reatmant/procedure advised/conduclad by the Haspital an tho
patient, 15 based on the arangement between the patkent & tha Hospital, and |= in no way influsnced by Koshiks Foundation. Hence, the Hospital will
gesume sole & complete respongibiiity of the treatmant & iU's outcome & safety of the patient, and Koshika Foundation will have no role or respons:bility
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