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1) | nesaby confirm thal @l deiaiis in this Form s True o the best of my knowlodge. Any false statement will render my Application & ongoing assstance, if any,
hable lur rejectioniuancislaticn

2} | solemanly canfim that assistance. if recetved from Koshika Foundation, will be used only lor fhe “purpose”, as stated in this Farm, for which such assistance
was requesied by me
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1] By uffising my signalure or thumb imprassion on this Form, | (Applicant) hereby agree & aulhorise Koshika Foundation and ir's Trusiess o

use/publishiput-updroproduce my name, sddross, pholo & detalls of the “purpose”, for which such assistance Is requestedigranted, Ihrough any

rredium, including bul not limited (o vestal, prinl, slecironic, for soliciling dorations for Koshika Feundation andine disseminaling informaiion aboul it's
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will nat sutamatically enlitle me lor recelving of conliming the said assistance. The dicision for granting and/for continuing the sssistance will rest solely
wilh he Truslaes of Koshika Foundstion, and (heir decision is this regard will be final and scceptable fo me

1) 7 WS I e st W) e e, & (i) and e ety sl et et sl sk i " W sdiogy v e o
W, W A R v o i § 3w s sl o, wen gut agti @ S il st svedeeet o g fell o wem srem

# wstin e W P e # ey o R S e F el w4 el o f i s sl sdfingy &)

) & (riew) v wm A e R T o ob Per st fe wen & ageed @ witn § o e e T v wm oo §
“wifiw” W T =rfaw W o st b e s

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

R-T
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By allixing hereundes, sgnaturo of our Aulhonsed Signatory for recammending this casn/patient for financial sssistance from Koshika Eoundation, we
(Honpial| hersby alfiem & sccepl lollowing:

1) thal we neither are prasently nor will in Tuture avail of financial essistonce from another NGO or any other source, for tha same polienticnse, a9 we s
requasting | gel from Kitlika Foundation, Lo the oxient thal such assistanca Is granied by Koshiks Foundabion, If the requested assistance is nol gennied
by Koshika Fourdation, in part or in fill, then the Hospital reserves i1's right to make up the shorttall from another NGO or any other saurce. This
confirmpation essenlially siotes thal he Hospltal will not avall any duplicate assistance for the same patienticase from any other NGO or any other source
2) The assistance from Hoshika Foundation |s only financlal in nature The cholce of the ireatmentiprocedure advised/conducted by the Hospital on the
patient, is based on the amangement betwean the patient & the Hospital, and s in no way influsnced by Koshika Foundation, Hence, the Hospital will

assume sole & complete responsibility of the trestment & I('s oulcome & safsty of the patsent, and Koshika Foundation will have no role or responsibility
in the muttar.
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