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1) | hereby confirm that all details in this Form ane True io the bast of my knowledge. Any false statement will render my Application & ongoing assistance, it any,
limbie for rejection/cancetiation.
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1) By affxing my signature or humb impression on this Form, | (Applicant) hereby agree & aulhonse Koshika Foundation and it's Trustess o
wspublish/put-upireproduce my name, address, pholo & detalle of the “purpose”, for which such assistance Is requested/granted, through any
madium, Including bul not imited 1o verbal print, slectronic, lor soliciting donaticns for Koshika Foundation andlor disseminaling information about it's
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By offiing hereunder, signature of our Authorsed Signatory for scommending this caseipatisnt for financial assistance from Kaoshika Foundation, we
[Hospitad] harmby aflim & sccept foliowing:

1) thal we nelther are presently not will in lujure svall of inancial assistance trom anoller NGO or any other source, for the same patient/coss. 85 We are
requesting to get fram Koshika Foundation, 1o the axlent that such assistancs is grantied by Koshika Foundation. | the requested assistance s nat granted
by Kashika Foundstion, in parl or in full, (ken the Hospital reservas U's fght to make up the shortfall fram anather NGO or any othar source. This
confirmetion essenlisly states thal the Hospital will not svall any duplicate assistance for the same patlenticase from any other NGO or any other source.
2} The essistance ltom Koshika Foundatlon (s anly inancial in nature. The cholce of the reaimentiprocedure advissd/conducted by the Hospital on the
patlent, ks based on the smangement balwesn the patient & the Haspital, and |5 in no way influenced by Koshika Foundation. Hence, the Hospial will
snaume sols & complels meponsiblity of the treatmant & it outcome & safety of the patient, and Koshika Foundation will have no mie or respansibility
in the mattar.
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