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1)1 hareby confirm thal a8 detads |n this Form are True 1o te best of my knowledge. Any false stalament will render my Application & ongolng assistance. if any,
Eabls tor reisctionicancediation.
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1) By aflieing my signature of thumb Impression on this Form, | (Applicant) hereby agree & nuthorise Koshika Foundation and &'s Trustees o

s publinhipul-upfreprodice my rame, address, photo & dotails of the *purpose”, for which such assistance is requosted/granted, ivrough omy
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will ol sulomsticaiy entitie me for recedving o conlinuing the said assistance. The decision foe granting andlor conlinuing the assistance will rest solely
with the Truntens of Koshin Foundafion, and inoir decision (s this regard will be final and socepinbis to ma.
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Wing:

1) that we et are presently noswill in fulere eveil of financial sssistance from another NGO or sy othet source, for the same patlentcass, as we any
requesting fo get frem Koshiks Foundation, o the extent thal such essistance & granted by Keshika Foundation. Il fe requested assistance is not granied
by Koshika Foundatan, in part orin full, then the Hospital reseress B's right 1o meks up tha shertfsll from anofher NGO o any otfver source, This
eonfirmation sssentally states that the Hospital will not svail any duplicste assistance for the seme patienlicass from any othet NGO or any othar sourcs
2} The assistance from Koshike Foundation i only financial in nature. The choice of the teatmantiprocedure sdvised/tonducted by tha Hospital on the
patiant, is bassd on the erangamant between the patisnt & the Hospila!, and & in no way Infuenced by Koshiks Foundation. Hence. the Hospital will
assuma sole & complete responsibility of the ireatment & It's outcome & safety of the pathent. and Koshika Foundation will hewe no role of responaitaily
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