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1} | hareby conlirm thal all detsils n Ihis Fom ae Tree to the best of my knewledge, Any talse stalament wil randar my Application & ongeing assstance. il any.
ligble for rejectionfcancellatian.

21 | sglemnly confirm fhat assistanse,  recelvad from Koshika Foundation, wilk be used onty for the "purpase”, a8 stalad in this Form, for which such assistance

was requesied by me,
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for which this assistanca |s requesied.
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1] By affixing my signalure or thumb Impression on this Form, | (Applicant) benoby agres & suthariss Keshika Foundatlan and I's Trustees to
usa/peish/pul-opfreproduce my neme, address, phata & details of the "purpose”, Tor which such assistance is requesledigranted, throwgh any
madium, including but rot limited to verbal, prinl, gleciranic, for soliclling donations for Koahike Foundation andior disseminating infermation abaut it's
activiliestachievements. Such use of my photo & details can be made by Koshike Fourdatlon before or after my treatmant or fullfilmant of the: *puipoze”
for which aslsiance is being requested.
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will net automatically enlitle me for receiving of confinuing the sakd asslstance. The decisian for granting andfar continuing the sstistance will reast solely
with the Trustees of Koshika Foundation, and their dacision |5 thls regard will be final and acceptable (o me,
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By affixing hereunder, signature af aur Authorized Signatory for fecommending this cassipatienl for financial assislance from Koshika Foundalion, we
[Hosgital} hereby affimm & accept following:

1] thal we naithar ara presently mor will in foture gvail of financial asslstance from another NGO or any other source, for the same patienlicase, as we arg
requesiing 1o gel lrom Koshika Feundation, to tha extent Ihal such sssistance ks granted by Koshika Feundafion. If the requesled assislance is not granted
by K.oshika Foundation, in part o in full, then the Hospital reserves it's right lo make up Ihe shortlall from anothes KGO or any ather scurca. This
conflimation eesentlally states that the Hospital will not avail any duplicala assistance for the same patisnlcase from any olher NGO o any glher source
2} The assistance fom Hoshika Foundation is only financial in nature. The cheice of the treatment/procaduse advisedicanducied by the Hospilal on the
patient, |s based on the amangement betwean tha patlent & the Hospltal, and 18 in o way Influsneed by Koshlka Foundation. Hance, the Hospital will
assume sobe & complete responsibilily of the treaiment & it's aulcames & sataty of the patignt, and Koshika Feendation wil havs ne rofe of reeponsibility

in the matter,
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