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1) | hersby sonfirm hat all delalls In this Farm are True to the bestof my knowledgs. Any false statemont wili ronder ication & ongping assistance, if an
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2) | solemniy confirm fhat assistsnce, i received from Koshiks Foundstian, wil be used enly for the “purpose”, @s siatsd in this Form, for whith such assistance
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1) By sfiizing my signature or thumb impreesisn on this Farm, | (Applicant) hereby agroa & authorise Koshika Foundatlon snd 1's Trustess I

wselpublshipul-upireproduce my name; address, phoio & datslls of the “purposs”, for which such pesistance s requestadigranted, mmugh any

medium, including but not limited le vorbal, print, electranic, for soliciing donations for Koshika Feundatien and/or dissaminating Information about it's

aelivitiesisehisvemants. Such uss o my photo & detads can be mads by Koshika Foundalion before orafier my treatment or fulfilmen of the “purpose®
for which assistonce Is boing requesiid.

2) | (Apphcant) hirther agras that any such use of my nama, addross, pholo & detalls of the “purpase”, for which such assiatance is requestadigranted,
wiil nt sutomnatically entitie ma lor raceiving of conlbinuing the sald sssistance; The decisian for granling and/or cantinulng the assistance will rest solely
with the Trustess of Koshiks Foundation, snd (hair decision s this rogard will bo final and acceptabls to me.
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By affixing horaundar, signature of our Authorised Signatory for recommanding this case/patient for finencial assistance from Koshika Foundation, we
(Hospital) heraby afinm & accapt lollowing:

1] that wa neither are presenily nor will in future nvail of fingncial assistance from anpther NGO or eny othar source, for the same patlant/cose, as we are
raquasting to gat from Koshika Foundation, to he sxlent that such assistanca is grantad by Koshika Foundation. If the requasied aesisiance i& not granted
by Kashika Foundation, In part or In full, then the Hespital reserves It's right 1o rmake bp the shortfall from ancther NGO or gy other soures, This
ennfimmation essentially states thal the Hospltal will not avall any duplizate assistance for the sama potient/casa from any other NGO or any other source.
2} Tha assistance from Koshika Feundation k= onty financind in nature. The ehaica of the trestmentprocedure advisediconductad by the Hospital on the
pratignt, I based on the: atrangemant between e petient & the Hospital, and |8 in o way Influenced by Koshika Foundation. Hence, (he Hosplial will
mssume sola & complele responabblilty of the treatment & s oultome & safety of the petient, and Koshika Foundation Wil have no rale or responsibility
Intha matier.
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