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1) | neszty confirm that 3i details in this Form are True to the best of my knowledge. Any false stalement will render my Appiication &
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1} By affxing my signature or thumb impression on this Form. | (Applicant) heisby agres & authorise Koshika Foundation and it's Trustoes 1o

e putbahiput-up raproducs my nome, address, pholo & detalls of the “purposa’, for which swch assistance s reqeestodigranted, (hrough eny

medium. Including bul nal limied o verbsl, primd, efestronic, for soliciting donations for Keshika Foundation andior disseminating Information about it's
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By allixing horoundar, signature of aur Authorised Signatory for tecammending this caselpatient for Bnancial assistance from Koshika Foundatean, we
{Haspital) hereby affiom & accept following;

1) Mot we nelthar are presenily nor will In fulure avall of finsnclal assiatance from anather NGO or any other source, for the sama pationticase, Bs we are
riquesimg |0 g=i from Koshika Foundation, 1o the exlént thal such assisiance is granted by Koshiks Foundation, If the requestod assisiance is not granted
By Koshika Foundation, in par or in full, then the Hospital resarves it's right 1o make up the shorttall from ancther NGO o any other source. This
eoafirmation essentizlly stales that the Hospital will not avall any duplicate assistance for the same patienticase from any other NGO or any other source.
2) The assistance rom Koshika Foundation is anly financial in nature, The choica of the tealmentiprocedure advised/conducied by the Hospital on the
patient, is based on the arrangement betwesn the patient & the Hospital, and is In no way influsnced by Koshika Foundation, Hence, the Hospital wil

assume sole & complete redponsibility of the reaiment & It's outcoma & salety of the patient, and Koshika Foundiston will have no role o reaponalbiity
inthe matier.
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