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1} | herety confirm thal ol detalls in this Form are True to the best of my knowledg. Any tslse stalemeni will render my Application & engoing assistance, if any,
lible for reEctiondcanceliation

2) | salemnly confirm thal assistance, Il recelved from Koshika Foundation, will be used only for ihe "purpose’, B staled in this Form, lor which such assistance
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1) By affixing my signatire of thumb impreseion on this Farm, | {Applicant) hesoby agres & suthorise Koshika Foundation and i's Trusiees to
usapublishiput-upireproduce my name, address, photo & details of the “purpose”, for which such assistance is requested/granted, thiough any
medium, ncluding bul not limited to verbal, print, electronic, for soliciting donations for Koshiks Foundation and/or disseminating Information about It's
acivitioalachievoments. Such use of my pholo & detalls can be made by Koshika Foundatlon bafore or afler my treatment o lullliment of the “purpose”
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with the Trusiees of Koshika Foundalion, #nd thair decision is this regard will be final and acceplable 1o me.
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By affoing hereunder, srgnature of our Authorsed Skgnatory for recommending this case/patient for financial assistance from Koshika Feundstion, we
[Hospitst) hereby affirm & accepl following:
1) thal we pelther aro presently nor will in future avall of financtl assistance from enother NGO or any olher source, for the same patlent/case, as wa arg
requesting o gef from Koshika Foundation, to tha extont ihat such assistance is granted by Koshika Foundation, If the requested assistance s not grantad
by Kophika Fourdstion, in part or in full, ihen the Hospital ressrves il's dight io make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicels assistance for the same pafientcase from eny other NGO or any othar source
2) The assisiance from Koshika Foundation is anly Fnancial in nature. The chodce of the trestmentprocedure advised/conducted by the Hospital on the
patiand, is based on the arrangement betwesn the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & complats responalbilly of the beatment & '8 oulcome & safety of the patlent, and Koshiks Foundation will hava no rols or responsiility
in the matter,
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