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1) | hereby confirm thal aii details i this Form are True 1o the best of my knowledge. Any false stalemant wil render my Appiication & ongoing assistance, @ any,
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1) By affixing my signature of thumb impression on this Form, | [Applicant) hereby agroe 8 authorise Koshika Foundation and it's Truslees lo
use/publishipul-up/reproduce my name, address, photo & details of the “purpose”, for which such assistance s reguasied/granted, througn any
madium, incuding bul not limited to verbal, prinl, electronic, for soliciling donations for Keshika Foundation and/or disseminating information about it's
Bctivities/achizvements. Such use of my phota & details can be made by Koshika Foundalion befors or after my treatment or Llfiment of the *purpose”
fof wiveh msslglunce is being requestod

2} | {Applicant) further agree thal any such use of my name, sddress, pholo & detads of the “purpose”, for which such assistance i requesiedigranted,
will ot automatically anlille me lor receiving o continuing the seid assistunce. Tha decision lor granting andior conlinuing ihe assistance will res| solgly
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By affixing hereunder, signature of our Authorised Signatory for recommending this caseVpatient for financia! assistance from Koshika Foundation, we
(Hospial) hereby affirm & sccapt following:

1) thal -mwnmmwmhmwtawmmmmwmgmmm. for the seme palientcase, ms we Gne
regquasting o gel from Koshika Foundaton, to the extent that such assistance is granied by Koshiks Foundation, If the requesied assistance ks ol gt anted
by Koshika Foundation, In parf or in full, then the Hospltal reserves It's right 1o make up the shartfall from another NGO or any other source. This
confirmation essentially stntes thal the Hoopiml will not avail any duplicote sseistance for the same patient'case from any ofher NGO or any olher source
2} The assistance from Hoshika Foundation is only financlal in nature. The chaice of the ieatment/procedure advised/conducied by the Hospital on the
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essume sole & complets responsibilily of the treatmant & H's oulcome & salety of the patient, and Koshika Foundation will have no role or responsibility
in the mattar,
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