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1} | heraby oniliem thal all details in this Form are True to the bast of my knowledge. Any false stalament will rander my Application & ongeing assistance, i any,
liakle for ejection/cancellation.

211 solemnly confinm thal assistance, I recalved from Kioshika Foundabon, will ba used onily for the “purpgisn”, ag slated i this Form, for which such assislance
was requested by ma.

3} | heveby confinm thal | have nol & will not in tutura, avait of reimbursement, in part & in full, fecm any elher sourcklempboyedinsurances ¢ompany, of the amaunt
for which this assistance ig requested.
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1] By affixing my signature or thumb impresslon on this Form, | {Applicant) hareby agree & aulhorise Koshika Foundalion and it's Truslees lo
use/publishrpul-upfreproduce my name, address, phalo & details af the "purpose”, Mot which such assistance is eequastedigranied. through any
medium, Inclrding bul not limiled 1o verbal, print. eleglranle, for soliciting donations for Koshiks Foundation andfor disseminating infarmation about it's
actiyles/achievements, Such use of my phota & details can be made by Koshika Foundation befara or after my ireatment of fulfilment of the “purpose”
for which assislanca is being requeshed.

211 [Applicant) funhar agree that any such use of my name, address, phato & datalls of the “purpose”, for which such assislance i requestedigranted,
will nal autornatically entillg me far recgiving or genlinling the said agsislanca, The decision far grenling andtar eontinuing the sssistarce will rest solaly
with 1he Trustees of Koshika Foundation, and their declsian is this regard will e final and acceptable 1o ma
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By sffixing heraunder, signature of aur Authorlsed Signatory for recommending this case/patient for fngngal assistance rom Koshika Foundalion, we
{Hospial) hereby affirm & acospl folowing

1) thast we nelther are presently nor will in future avall of fnancial assistance from englher NGC or any ather source, for the same patienticass, as we are
requasting to get fram Koshika Foundation, jo the extent thal such assistance Is grantad by Koshike Foundatlon. If Ihe requested assistance is nol granted
by Kashisa Foundation, in part of in full, then the Hospital resarves it's ight to meke up the shonfall Irom anolher NGO or any other source. This
confirmation sssentinlly stales that the Hospital wil not avall any duphcate sssistance for the same palkenticaze lrom any other WGE or gny ofher source
21 The assistanca from Koshiks Foundation s ur'!’ financiz! In nalure. The choice of the treatmenl/procedure advisedicondusted by the Hospital on the
palien!, is based on the arrangement between (he patient & the Hospltal, and is in no way influenced by Koshika Foundation. Hence, tha Hosplial wil
assuma sola & camplete responsibility of the treatmanl & it's oulcome & safety of the patlant, and Koshika Foundalion wil have na role or respansibility
in the maller.
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