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1) | harety confiem that il detais in this Form ane True (o the best of my knowledge. Any falss stsddoment will renter my Application 4 ongoing ansistance, If any,
feabie for rejectionfcancelabion.
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1) By afxing my signature or thumb impression on this Form, | (Applicant) heraby agree & authorise Koshika Foundation and it's Trusiees to
uss/publishipul-upireproduce my name, address, photo & details of the “purpose”, for which such assislance is requested’granied, trough any
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By sffizing heteunder, signature of our Authorised Signatory for recommending this casa/patient for financial assistancs from Koshika Feundalion, we
(Hospital) hereby affirm & accept lollowing:

1) that we neither are presently not will in future mail of fingncial sssistance from another NGO or any other source, for (he same patienl'case. 08 wo e
requasting (o gl from Koshika Foundabon, to the dant that such assistance is granied by Koshikka Foundation. If the requested assistance is nol granted
by Moshika Foundation, i part or in full, then the Hospital reserves if's right 1o maks up the shorfall from anather NGO or any other source. Thia
confimation essantislly states thal the Hospital will not avall any duplicate assistance for the sams pallenticass from any other NGO or any othar source
2] Tha assistance from Koshika Foundation is only financial in nature. The choice of the reatmentiprocedurs advised/conducted by the Hospital on the
patent, s bassd on the amangement betwean the patient & the Hospllal, and s in no way Influenced by Koshiks Foundation. Hance, the Hospital wil
pssume sols & complele responaibiity of the treatment & it's outooma & safety of the patient. snd Koshika Foundation will have no role or responsibility
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