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2} | solamnly confirm that assistance, i recsived fram Koshia Foundation, will be used anly for the “purpose”, ne stated in this Form, for which such assisiance
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1) By afiizing my signature or thumb impression on this Form, | (Applicant) heseby agree & puthorise Koshika Foundation and i's Trustess 1o
use/publish/put-upireproduce my namu, addross, photo & details of e “purposa”, for which such assistance is requesindigrantad, through any
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By affbung hereundar, signaiure of our Authonsed Signatory for recommanding this cataipitient for fnancial sssisiance from Koshiks Foundstion, we
{Hospital) heraby afirm & accep! following,

1) thast we nesthar are presently nos will in luture ava of financial assistance from antiher NGO or any other source, for the ssme pallentcase, as we &M
requesting 1o get from Koshiks Foundabon, 1o the extent that such aszistance is granted by Keoshika Foundation. Il he requesied assisisnce i Net granied
tiy Koshika Foundation, in part of in full, then the Hospital reserves it's ight 1o maks up tha shonfall from another NGO or any ather source, This
confirmation essentially states that the Hospital will not avail any duplicats assistance for the same patient/case from any other NGO or any other source,
2) The assistance from Koshika Foundation is only financinl in fature, The cheice of the reaiment/procedure advissd/conducted by the Haspital on the
patiant, ks based on the srangament batwean the palisnt & the Hospital, and is I fis way influanced by Koshika Foundation. Hence, ihe Hospital will

pssume sole & compiote responsibility of the trestment & it's cutcoma & safety of the patlent, and Koshika Foundation will have no role or respansibility
in the maltar
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