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1) | heveby confirm ffat all dotals In this Form are True 1o B best of my knowledge. Any false stalomeni will rander my Application & ongoing assistance, ¥ any
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2] | solemnly confirm thsl assistance. f recenved from Koshika Foundation, will be used only for the “purpose”, as statad In this Form. lor which such assistance
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1) By aftinng my sgnature or Swumb impression on this Form, | (Applicant) heraby agree & authorise Koshika Foundalion and it's Trustees o

usaipublishput-uplreprosuee my name, sddress, pholo & details of the “purpose”, Tor which such assistance s requesiedigramied, through any

medium, mcludng bul not limited 1o verbal, prink, slectronic, for soliciling donations for Koshika Foundation and/or dissaminiting information about it's
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for whleh sastance s being equested

2) | (Applicant) furiher sgre that any such use of my name, address, photo & details of the “purpose”, for which such sssistance is requestedigrantod,
will nol sutomatically emitle me for receiving of conbinuing the said assistance. The decision for granting andior conlinuing Me assstance will res! solely
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By alfixing hereundor, sigralun of our Authorsed Signatory for recommending this case/patent for financial assistance from Koshika Foundation, we
|Hosplial) hereby afom & accepl lollowing:

1) mat we nathar @o presantly nor will in future @vail of financiai essistance from anatier NGO or any ofher solrce, for the same patent/case, 95 we B2
requesting lo gt from Koshiks Foundation, o the extent that such assstance is granbed by Koshika Foundation, If the requested ssststance & nol granted
by Kashia Foundation, m part or in full, then the Hospital reserves it's right 1o make up the shorttall from another NGO or any other source. This
conflimation essantially stales thai the Hospiial will nol svall any duplicate assisiance for Ihe same patienlicase from amy other NGO o any other source
2) The pssistance from Koshika Foundation is only finencral in nsture. The choice of the treatment/procedure advised/conducted by the Hospital on the
patkeni, i bassd on the srangsment bhetween the patient & the Hoapital, and ts in no way influenced by Koshika Foundation. Hence, (he Hospital will
assume sols & complete responsibdity of the treatment & it's outceme & salety of the poalient, and Koshika Foundation will have no rol or responsibility
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