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11 1 heretry canfinn thal all details in Lhis Form are True to the besl of my knowledge. Any Takse statement will render my Application & ongoing assisiance,  any,
liabla fior rejection/ancelialian.

2} 1 selemnly confirm Lhet assistance, i received from Koshika Foundation, wid be used only for the “purpose”, & slated in Lhis Fomm, for which wch assistance

was requasted by ma.

33 | hereby confirm Ihat | have not & will net in fulure, avail of reimbursemant, in par or in full. trary any athar souce/empleyerfinsuranca Company, of e amounl

for which s sssistance ks requesied.
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13 By affixing rmy signalure or thumt impression on this Form, | {Applicant) hereby agrea & authorize Koshika Foundslion and i's Trusteas to

use/publishfpul-upreproduce my name, address, photo 4 dotalks of the *purpose”, W which such assislance is requaeledigranted, threugh any

medium, including bul pet timitad to verbal, print, electronlc, fer soliciting donations for Koshika Foundation andfor disseminating information aboul it's

actlvilies/achieverments. Such use of my photo & detalls can be made by Koshika Foundaln before ot after my treatment or fulfilment of the "purpose”
for which assistance is being requesied.

2} | (Applicant} further agres that any such use of my name, address, photo & details of the “purpuse”. Tar which such assislance |s requasted/granted,
will nol autematically antite me For recaiving ar conlinuing the sakd asslstance. The decision for granling andfor conlinuang the assislance will rest salely
with Iha Trustees of Koshike Foundation, and Ineir decigion is this ragard will be Inal snd accaptable to me
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By affuing hereunder, signalure of our Authorised Signatory lor recommending this casa/patient for financaal assistance fom Koshika Foundalion, we
(Hospltal) hereby affifm & scoepl fallowing

1] thal wa neithar are presently nos will in future vall of financlel essistance fram another NGO or any other source, for the same patientcase, 85 we are
raquasting to got from Koshika Foundation. to the exlent that such assistance ie granted by Koshika Foundation. If 1he requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves U5 right to make up the shortfal from anoiher NGO or any ather sourge. This
confirmation essentialy states that the Hospital will nol aval any duplicate sasistence for lhe same patignifcase from any othar NGO ar any other seurce
) The assistance from Koshika Foundation is only financial in nalure. The choice of the reatment piocedure attvisediconducied by the Hospilal on the
patiani, in based on the arangament batween the patient & the Hospital, and ls in no way Influenced by Koshika Foundation. Hence, the Hospital will
gs3ume sole & complets responsibiity of the trestment & it's outcome & safety of the patient, and Koshika Foundation will have no rote or respenslbility
in thee mate.
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