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11mm&m fhat all dlu;nwh i this Form are True 1o tha best ol my knowledge, Any false stalement will render my Application & ongoing assistance, if any,
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2} | nolermnly conflim that sssistonce. ¥ receved from Koahiks Foundstian, will be used only for the *purposs”, as stated in this Form, for which such assistance
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1) By affaing my signature of Shumb wnpression on his Foom, | (Applicant) hereby agres & authorise Koshika Foundation and if's Trusiees to
use‘publishipul-upireproduce my name, address, pholo & detads of the “purpiose”, for which such assistance is requested/granted, through any
medium, including but not Bmited Lo verbal, prink, sisctronie, lor soliciing donations for Koshika Foundalion andior disseminaling Information about it's

activities/achiovemenis, Such use of my pholo & detaily can be mode by Koshika Foundation before or after my treatmont or fulfiiment of the “purposs”
for which assisiance ks being requesied.
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with the Trusiees of Koshika Foundation, and thelr deckison Is this regard will be linal and acceptable 1o me.
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By e bure ol sur Authorieed Signatory for recomimending this case/patient for financial assisiance from Koshika Foundalion, we
(Hospitall hersby affirm & accapt following:

1) that we nelther are presently nor will in lulure pvall of fnanclal asskitance from another NGO or any other source, for the same pallenticase. as we are
reguesting to get from Koshiks Foundalion, to the extent that such sssistance is granted by Koshika Foundation. If the requesied assistance is not granted
by Koshlka Feundation, in par of In full, then e Hospital ressrves iUy fight 1o make up the shortfall from another NGO of any other source. This
confirmafion essanlizlly siatss thal the Hospital will not svail any duplicate sssistance for the seme patient'case from any other NGO or any other source.
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patant, is basad on e smangement hatwesn tha patient & the Hospital, s0d is in no way influsnced by Koshika Foundation. Hence, the Hospital will
ossume sols & complels responaitity of the teatment & f's outooms A salety of the patient, and Koshika Foundation will have no role or responsibiity
in e mater,
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