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111 hereby confirm thal all details in this Form are True I the best of my knowledge, Any false statement will render my Applicalion & engoing sssislance, it any,
liabie for rejection/cancellation

2} | solemnly confirm that asnistance. [f received fram Koshika Foundation, will be used only for the “purposs”. @5 stated in this Form. for which such assistance

wis requasted by me,

3} heraby confirm thal | have not & will not in future, avall of reimbursement, in part o in hill, from any olher sourca/amployerfinsurance company, of the amount

for which this essistance iz requested,
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1) By alfixing my sigrature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trusiess lo

use/plblishipul-up/reproduce my name, address, pholo & detalls of the "purpose”, for which such assislance ls requested/granied, through any

medium, Including bul nat limited to verbal, print, electronis, for soliciling donations for Koshika Foundation andior dissemlinating infarmation about it's

activities/achievemenis. Such use of my pholo & details can be made by Koshika Foundation befors or after my treatment or fulfiimant of the *purpose”
for which assislance is baing requestad

2] | (Applicant) further agres thal any such use of my name, address, photo & details of {he “purpose”, for which such assistance is requasied/granted,
will not automatically entitie me lor recalving or continuing the said aesistance. The decision for granting andlor continuing the sssistance will rest solaly
with the Trustess of Koshike Foundation. and their decision Is this regard will bz final and scceptable to me
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By Al der, signature of our Authorised Signatory for regommending this case/patient for inancial assistance from Koshika Feundation, we
(Hospital) hereby affirm & accept follawing:

1) thal we neither are presenily nor will In future avail of finoncial assistance fram another NGO or any olher source, for the same palient/case. as we are
requesting to get from Koshika Foundation, to the axtent that such assistance is granted by Koshika Foundation. If the requestad assistance is not grantsd
by Koshika Foundation, in part or in full, then the Hospital reserves It's right 1o make up the shonfall from anothar NGO of any olher source. This
confirmation essantinlly states that the Hospital will nat avail any duplicate sssistance for the same pationt/casa from any ofter NGO or any olher source
2} The assistance from Koshika Foundation is only financial in nature. The choice of the ireatment/procedure advisedfoonducted bry thee Hospital on he
patient, is based on tha armngement batween the patient & the Hospital, and is in no way infliencad by Koshika Foundation Hencs, the Hospital will
assiime sole & complets responsibllity of the trestment & I1's culcome & safety of the patient, and Keshika Foundation will have no rofe or respansibility
in tha matter.
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