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1) | heraby corfi that all datells in this Form are True o ihe beel of my knowledge. Any Talse ststemant will rendas my Application & ongoing assistance. if any,
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1} By affixing my signature or Lhumb impression an this Form, | [Applicant) hereby agree & authorise Koshika Foundation and il's Trusiees 1o
use/publishiput-uplraproduce-my nams, address; photo & details of the “purpose”. for which such assistance is requesiadigranted, through any
medium, including but nol imited te verbal, print. electrenic, for soliciling donalions for Keshikn Foundation and/or disseminaling information about it's
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By affixing hereundar, signature of our Authorlsed Signatary far recammending this case/patien for financial assstance from Koshike Foundation, wes
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1] that we neither gre presently nor will i futurs meall of financlal ssslstance from another NGO of any ofhar source, for the same patienlicase; B8 we are
requesiing to get lrom Koshika Foundation, (o the extent Ihal such assislance s granied by Koshika Foundation, If the requested assistance /s not granted
by Koshika Foundation, in part or Ih full, then the Hospital reserves [{'s right (o make up the shortfzll from anolher NGO ar-any other source. This
confirmation essentially states thal the Hospital will nat avail any duplicele assietance for the sama patiant'case from any other NGO of sy ofher source,
2} The assistance from Koshika Foundation ls only financlal in nalure. Thie chaice of the treatment/procadure advised/conducted by the Hospital on the
patiant, ls based on the arrangament belween the patlent & the Hospilal, and is in no way influsnced by Koshika Foundation, Hence, the Hospital will
assume sole & complete responsibiity of the treatment & I's outcome & safety of the pafient, and Koshike Foundation will have no role or responsibility
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