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13| hereby cenlirm thal all detaits in this Form are True to he bestof my knowledge. Any false statement will render my Application & shgoing assistance, If any,
lsiles fior resgction/cancafiation,
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') Sy affiairg my sigristure or thumb impression en this Form, | {Applicani} hetebiy agree & authorlss Koshika Foundation and it's Trusises io
uea/publishiput-upreprodice my Aame, addross, photo & detalie of the “purnose”. far which such assislance is fequested/granted, through any
mediufmn, including but not imited 1o verbal, print elettranic, for solititing donations for Kaoshika Foundation andior dizsaminating informatian about I
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with the Trustess of Koshika Fourdatlan. snd their decision s this regard will be tnal and acceptable v me.
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By aflixing neceundar, sipnatuse of sur Authenssd Signatory far fecommarding this casefpatient tor fingncial assistanse lrom Koshika Foundafion, we
[Hospiisl) heraby affirm & accap! following,

1) that we nelther are prasently nar will in fulure avail of financial assistance Irom another NGO ar any eiher source, for ihe some patienticase, as we are
FEQUESing 1o gel from Kashika Foundatlon, to the oxtent that such assistance |s granted by Kashika Foundation, If the reguested assistance is not granted
by Koshika Foundation, In part or in full, then the Hospits| reserves it's right to make up the shorttall from snather NGO ar any other aource. This
uonfirmation essentially states thal the Haspital will nat avail any duplicats assistanca for the same palient/case from any other NGO ar any other sourca.
2) The atsistance Irom Koshiks Founrdation is anly financial in nalure. The choice of the freatment/procedure sdvisecioonductad by the Haspilal on ihe
palient, Is based on Iha srangement belwearn the patlent & the Hospilal, and is In no way nfluenced by Koshika Foundation. Hence, the Hospital will
2ssume siie & complete responsibility of the trastment & its outcome & safety of the patlent, and Koshika Foundsiion will have no role or resporsihillly
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