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1} | hereby confirm frat all detalls in this Form are True to the best of my knowledge. Any false statement will rendor my Application & ongoing assistance, il any,
fiabibe for rejection/canceliation

2) I solomnly confirm that pesistance, if recaived from Koshike Feundation, will be used only for e “purpose”, a5 statad in thin Form, fior which such assistance
wirs requested by me
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1] By affixing my signature of thumb impression on Mis Feem, | (Applicant) hereby agree & suthoriso Koshikn Foundation snd i's Trustess 1o

use/publishiput-upireproduce my name. address, photo & detalls of the “purpese”, far which such assistance is requestedigranted, through any

medium, including but nof Imited 1o verbal, print. elsctronic, for soliciling donations for Koshika Foundatlon sndior disseminating Informalion sbout it's

activites/achisvements. Such use of my photo & detalls can be made by Koshila Foundalicn tefore o alter my ireatmant or fulfdiment of the *purposa”
for which assisiancs is being requastod.

2} | (Applicant) lurllver agres thal ary such wse of my name, sddiess, phola & daetalls of e “purpose”, for which such assistance is requasted/grantad,
will net putpmaticaly enfite me for recelving or continuing the said assistance. The decision for granting andior eoninung the assistance wiil rest solaly
with the Trustess of Koshika Foundalion, snd their dection |s 1his regard will be final nd accaptable o me.
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By afaing hereundsr, signature of aur Authorised Signatory for recommanding thin case/patind for financial assistance from Koshiia Foundation, wo
(Hospital) hereby affirm & accept foliowing:
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requasting 1o ged from Kostika Foundation, te the sxtent that such assistance it granted by Koshika Feundation, If the requested assictance |s not granted
by Koshika Foumdatiori, in part or irf bull, then this Hosplinl reserves it'a right io make up the shortfall fram another NGO or any other source. This
canfirmation essantially states that the Hospitel will not avedl any duplicats assistance for the same petienticass from any olher NGO or any othor source.
2) The sssistance from Koshika Foundation s only Snancial in nature. The choice of the teatmantprocedure advisediconductod by the Hospital on the
patiant, s based on the arangoment batwesen the patient & the Hospital, IMIlmmw;L:nuumdbrMﬂlFomum Hence, tha Hospital will

assume sole & complole renponalbility of the ireetmant & I's oulcoma & safaty of the patient, ond Koshika Foundation will have no role o respansibility
i this matter.
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