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1) | hereby confirm Ihat all detals in this Form are True to Ihe best of my knovdedge. Any false steleman) will render my Applicaticn & cngoing assiglance, if any,
liable for rejection‘cancaltation.
2} | salemnly confirm (hat assistance, H recelved Fom Keshika Foundation, will be used only for the “purpess”. as staled in thvs Form. for which such assiglance
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1} By affixing my signature ar thumb Impresskon on this Form, | {Applicant) heraby egree & authorize Koshika Fourdatian and IV's Trustees to

use/pubhshiput-upireproduce my name, addrass, photo & details of Ihe “purpose”, for which such assiskansa is requasledigranted, Ihrough any

medium, including bul nol limited to verbal, prinl, slectronis, for seliciing donations for Koshike Foundatian andfor dizsseminating informalion aboul it's

aclivitios/achievemanls. Such usa of my phola & details can be made by Keshika Foundation befors or after my Ireatment or fulfilment of The “purpose’

far which assisiance is being requesied.

211 tApplicant) fuher agres that any such uss of my name, address, phato & detalls of the "purpose”, for which such assislance s requested/granted,

will ngl autermatcally entids me for regaiving of conlinuing the said asslstance. The declslon for granling andfor contlnuing the assistance will rest solaky

wlth the Trustees of Koshika Foundation, and (heir decision is this regard will be final and acceptabla to me.
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By affizing hergunder, signature of bur Aulhorised Signatory for recommending this case/patient bor Ainanciel assistancs from Koshika Foundation, we
{Hospital) hareby affirm & Sccepl Pollcwing:

1) fiat we nsither are presently nor will in future avail of financlal assistance from another NGO or any other source, lor the same patienticass, as we are
requesting fo gel from Koshika Foundation, 1o the exlent that such assistance is granied by Koshika Foundaiion. If the requesiad assisianca is not graniad
by Kcmhika Foundation, in part of in full, than the Hospital reserves It's right to make up the shortiall from another NGO or any other source. This
confimmation essentially states thal the Hespital will not avall any duplicale ssslstance for the same petient/case from any other NGO or sy other source
2] Tha assislance from Xeshika Foundation is only financial in nature. The choice of the iregimentprocedure pdvisediconducted by the Mospital on the
patient, is based on the arangemant between Ihe patlent & the Hospital, and |2 In no way influanced by Koshika Foundatian. Bence. the Hospitel will
assume scte & complele raspansiblity of the trealmenl & it's oulcoma & safety of the palient, and Keshika Foundation will have ho rele or responsibiliy

in the rattar.
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