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1) 1 hyroty confirm thal all dataks in this Form ate Tioe o the Beal of my knowiedge. Any false statemant will render my Application & ongoing assistance, i any.
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1} By affuing my signature or Mumi impression on ts Form, | |Applicant) hesaby agree 4 auathonsa Koshika Foundaton and it's Trustees to
use/publish/pul-upireproduce my name, addiess, pholo & detalls of the “purpese”, for which such assistance ls requested/granted, through any
madium, ncluding but not limited 10 varbal, pant, slactronic, far soliciting donstions for Koshim Foundation andior disseminating information about if's
activities/achievements. Such use of my phodo & detaiis con be moedy by Koshiki Foundation beforo or afler my rentment or fulliiment of the “purpose”
for which sssistance is being requesied

2) | (Applicant) further ogres thal amy such use of my name, sddress. phalo B details of the ‘purposa” tar which such asslstance is requesind/granied,
will not automatically =ntifie. me for recsing or continuing the said essistance: The decision for granting andior conlinuing the assistance will rest aolely
with the Trusiess of Koskdba Foundation, and thelr detison & this regand will be firal and acceptable o me.
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By afflxing heteunder, sgnalure of cur Authodsed Signalory far recommanding this case/patient for financia! assstance lrom Koshika Foundation, we

(Hospital) heraty affirm & accept follawing'

1) that we nedahir ane presently nor wil in future avall of insncinl szsistance fram anainer NGO orany other source, for the sams patenticase, as we are

roquesting 1o get from Koshika Foundation, 1o the extent that such apssstance is granted bry Koghikn Foundaton. If the mquested assistance is nol granied

by Koshixa Foundation, in part o in full, then the Hoapaal reserves it's night ta make up the shorifall from another NGO or any other source. This

confimmation essentially states that the Hoapital will nol avail any duplicate assistarce for the same patientcase from sny offser NGO of bny olher sburce.

2) Tha assislance from Keshika Foundation is only financial i nature. The cholos of the trestmentiprocedure advisadioonduated by the Hospilal on the

patieni, is based on the amangement batwaen the patient & the Hospital, and 1 in na way influenced by Koshika Foundation. Hence, the Hospital will
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