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1) | heneby confirm that & details in tis Form are Trus 1o the best of my knowledges. Any faiss statsment will render miy Application & ongoing assistance, il any,
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2) 1 solemnly canfirm thal assistancs, If recalved from Koshika Foundation. will be used only for the "purpose”, a8 sialed in this Form, for which such assistance
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1) By afficing my signature or thumb impression on tis Form, | (Applicant) hereby agree & authorise Koshika Foundation and s Trustess to
use/publish/pul-upireproduce my name, address, pholo & details of the “purpose”, for which such sssistance is requestodigranted, through any
medium. including bul nol limited to verbsl, print, edectronic, for soliciting donations for Koshiks Foundation andior disssminating information aboul if's
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By affbong hereunder, sgnitune of our Authonsed Signatory for recommnding this case/patient for financinl assisiance from Koshiks Foundation, we
{Hospital) hereby affirm & accepl following,

1) thi wa naithor are presently nos will in future avall of financial assistance Fom another NGO or any other sourcs, Tor the same patient/cass, as we are
requesting to get from Moshika Foundation, to thr extent that such assistance &s granted by Koshika Foundation. Tf the requested assistance s not granted
by Hoshika Foundation, in part of in full, than the Houpital ressrves i{'s right 1o make up the shorttall from ancihor NGO or any olher sourcs. This
confirmation essentially stales that the Hospital will not avail any duplicate assistance for the same patienticasa from any other NGO or any other source.
2) The assistancs from Koshiks Foundation i only financial in nalure, The chaloe of the troatmentprocedure advised/conducted by the Hospital on the
patiant, is basad on the arrangemeant befween the patient & fhe Hospital. and & In no way Influenced by Koshika Foundation. Hence, the Hospital will
assurna sole & complate respaneibility of the treatment & ii's oulcoms & safety of the patient. and Koshika Foundation will have no rale of responuibility
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