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13 | hereby conllrm thal all details in this Form are Trus to the bast of my kndcwladge. Any talse statament will render my Applicabion & ongong assistance, if any,
liable by rejectionfcancelalion.

7} | seleminty confuem that assislance, H received from Koshika Foundatian, will ba used only for 1he "purpose”, o6 slated in this Form, ler which such assistance
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1 By affixing my sighature or Ihumb impressicn on this Form, § (Appllcaniy hereby agres & authorise Koshika Foundation and it's Truzlees Io
ugeipublishipul-upiraproduce my name. address, photo & details of the “purposs”, for which such asslstance is requestedigranted, through any
medium, inglusing but not limited to verbal, print, electrenle, tor soliciling denations for Kostika Feundalion andior disseminaling informalion about il's
activilies/achievements. Such usa of my phote & detalls can be made by Koshika Foundalion balore or afler my Ireatmant of fulfilment of the *purpase”
lar which assistance is being requesled.

2} | {Applicant) furthar agree Ihal any such use of my name, address, pholo & detalls of The *purpose”, for which such agsiglance is requesiedigraniad,
will ngt autamatically enfitle ms for receiving or continuing the said pssistance. The decision for granting andfor continuing the aszistance will rgst solely
wilih the Trustees of Koshika Foundalion, ard thelr decision is This regard will be fingl and aceeptable to me.
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By affixing hereundser, signatura of cur Authorised Signatory for recommending Lhis case/palient for inancial assislance from Koshika Foundation, we
tHospital) hetaby alfirm & accept ollowing:

1} thal we neilher are presently nor will in future avail of fnansial assistance Fom anoiher NGO or any other sowrce, for the same patienticase, as we are
requasting to gel from Keshika Foundation, 1o the extent thal such assistance is granted by Koshika Foundalion. If tha requesied assislance is not granted
by Koshlka Foundation, in part ar in full, then the Hospltal resarves it's rigiht Ig make up the shortfall from anothar WGO ar any other source. This
confirmation essentially stales thal the Hospilal will not svall any duplicate aesislanca for the same patienticass from any glher NGO or any other source
21 The assistance lrom Koshika Foundation 15 only financial in netyre. The choice of the trealment/procedurs advisediconductad by the Hogpilal on the
patient, Is based on the arangamenl berween the patient & the Hospital, end 15 In no way Influsnced by Koshika Foundallen. Hence, the Hosplial will
assure sole & complate responsibility of the treatmenl & it's sulcome & satety of the patient, and ¥oshika Foundation will have no role or respansttility

ifn the miattar.
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