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1) | hassbry confirm that all detals in this Form are True o fhe best of my knowledgs. Any false stetement will rendar my Applicstion & angaing assistance. it-any.
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1) By affixing my signalure or thumb impressicn on this Farm, | (Applicant) hereby sgres & authofisa Kpshika Foundation and it's Trusiees o

ussfpublish/pul-up/repraduce my name, adoress, pholo & details of (he “purpese”, for which such assistance is requestadigranted, through any
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activillesiichievemants. Such usa of my photo & details can be made by Koshike Foundation bafore or after my treatment or fulfilmant of the “purpose’
for which assistance 18 paing requesiad

2) | (Applicant) further agres that any such use of my name, address, pholo & details of the "purpose’. for which such assislance is requestedigrantad,
will pot automaetically sniitie me lor recelving of continuing the said ssskstance. The decision for granting sndlor contining the assistance will rest solely
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By affong heseunder. signature of our Authotsad Signitory for recommending this case/patent lat finencial assistanca fram Kashika Faundation, we
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1) that we nwithar are presendly nar will In future @vail of fnanclal assistance lrom =nothet NGO or any other source, Tor the same patient/case, Be we are
requesting 1o git from Koshika Foundatian, to the exlent thal such assistancs i= granted by Koshika Foundation, if the requested assistance is nol granted
by Koshika Foundation, In part or in full, thien the Hospital resarves i1's righ to makn up the shortfsll from anothar NGO or any other source. This
confirmation essentially states thal ihe Hospitsl will nat avail any duplicale sssistance for the same patienticase from sny other NGO or any other source.
2} Tha assistance from Koshika Foundation is only financial in nalure. The choice of the lreatmentprocedure advised/canducted by the Hospital on tha
patiant, s based on the arrangemant batween the patiant & the Hospital, and i in no way influenced by Koshiks Foundation. Hence, the Hospital will
assume sole & complete responsibility of the treatment & [f's eutcoms 4 safaly of the patient, and Koshika Foundation will have no role or respornsibility
in the malier
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