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1}1 hereby confirm thal gl details In thls Feam: ars Trua 1o the best of my knawledge, Any false slatement wil render my Application 4 engoing assistance. if any,
liatle for refectioncancel ation.
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1] By affiing my signature or thumb impresslon on this Form, | tApmlcan) hergby agrae & authorse Koshika Foundalion and it's Truslees Lo
usaipublish'pul-upfreproduce my name, address, photo & details of the "purpese”, for which such essrlancs % requestedigranied, through any
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lor whigh asskstance is being raguastad.

2} | [Applicant) further agree thal any such use of my name, address, pholo & delalls of the "purpose”, for which such assislance is requestedigranied,
will not automalically entile me for receiving or cuntinuing the said assistance, The decislon for granting andior continuing the assistance will rest sohaly
with the Trustees of Koshika Foundation, and their declsion is this regard will be final and acceptable to me.
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By affining hetaundsr, signature of gur Authorised Signalory for recommending this cusefpatiant far financial assistancs rpm Kashika Foundation, we
{Hospial) nerety affirm & accepl following:

1) that we neither are presently nor will in future Bvall of fnancisl essistance from another NGO or Bny other souree, for the same patienlicese, a5 we ana
requesting to gl from Koshika Foundation, io the sxtent thal such sssistance is granled by ¥oshika Foundation. W ihe requested aseistance is nol granted
by Koshika Foundation, in part or in full, then the Haospital resenves s right 1o maka up the shartfall from anothar NGO or any other source. This
confirmation essentially states thal the Hospital will nol avall any duplicste as=istance for lhe same patientcese from any cther NGO or any cther saurce
2) The asestance bom Koshika Foundation is only financial in nature, The choica of tha reatmenlfprosedure advisedfconducted by the Hospital on lhe
patiznt, s baned on the armangement between the patien! & the Hospital, and is In no way Influenced by Koshika Foundation, Henge, the Hospitai will
aesume sole & complete responsibility of the treatment & iTs outcome & safaty of the patienl, and Koshika Foundallen will have no role or responsibifity
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