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1) | hereby confirm that all detaits in this Form are True 1o the best of my knowledae. Any talse stalement will rendor my Application & ongoing assistance, i any,
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1} By affixing my slonature or thumb Impression on this Form, | {Applicant) hereby agree & suthorise Koshika Foundation and i's Trustees 16
uselpublishipul-upireproduce my name, address, photo & details of the “purpossa”, for which such assistance ls requaestedigranted, through any
medium, including bul nok imited 1o verbal, print. electronic, for soliclting donations for Koshika Foundation and/or dissem|nating information sbout it's
achvitiosiachiovemanis. Such use of my photo & details can be made by Koshiks Foundation belore or alter my treatment or fulfliman) of the “purposa”
for which assistance s being requested

2} | {Applicant) further agree that any such us= of my name, address, phiolo & details of Ihe *purpese”, for which such nssistance is requesiedigranted,
will not sutomaticelly entitte me for receiving or continuing ihe said assistence. The decision far granting andlor continuing the assistancs will rest solaly
with the Trustees of Koshika Foundafion. and thelr dacision is this regard will be final 8nd scceptable bo me.
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By affixing hereunder, signature of our Authorised Signatory for recommaending this case/patient lor finencial sssistance from Koshiks Foundation, we
(Hospftal) hereby affirm & accept following:

1} thal we nefther are presently nor will in future avail of firancial nsaistance fram another NGO or any other source, for the same patient/case. as we fre
raquashing 1o gat from Koshiks Foundation, (o the extent that such assistance = granted by Koshika Foundation. If 1he requested assistanci Is not granied
by Keshika Foundatian, in part or In full, then the Hospital reserves It's right lo make up thee shorttall from another NGO or any olher source. This
confirmation essentially stsles that the Hospital will not avajl any duplicate assistance for the same patienticase froin any other NGO or any other source
2} The assistance Irom Koshika Foundation is only financlal in neture. The chaice of the reatmentiprocedure advised/conduciad by the Hospital an the
patient, s based on the arangement batwaen the patient & the Hospital, snd is in no way Influenced by Koshlks Foundation. Hence, the Haspital will
assume sole & complete respomsibliity of the treatment & it's cutcome & safety of the patient, and Koshiks Foundation will kave no role or responsibility
in thé matiar.
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