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1} | haraby confirm Ihat all details i this Form are Tre o the best of my knowledge. Any falsa statament will render my Application & ongaing assislanca. if any,
hiabla for rejectiondcancellation,

21 | solamnky confirm that agsistance, if recaived from Koshika Foundation, will be used only for Ue “purpose”, as steted in this Farm, for which such assistance
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1) By affixing my signalure or thumby impression on this Furm, | {4pplicant} heraby apree & aulhotisa Koshika Foundzlion and it's Truslees 1o
use/pubiishioul-upireproduce my name, address, photo & delails of the "purpese”, for which such assistance is requestedigranted. threugh any
medium, including but rot lmited to verbal, print, gleactronic, for galeting donations e Koehika Foundation andior disseminaling informalion about il's
acliviiestachievements. Such use of my photo & datalls can be mads by Koshika Foundatlon before or after my ireatment of fulflimart of the "purpose’
lor which assistance is balng requested.
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with tha Trustges of Koshika Foundation, and their decision is bhis ragard will be final and acceplable to ma.
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By afixing heteurder, signature of our Aulthorised Signalory far recommending thiz case/patient lor financial assistancs fram Koshika Foundation, we
{Haspitaly hereby atirm & accept following,

1} thal we neliher are presenily nor will in lulure Bvail of financial assistence from another N30 or any other source, for the same petientiase, as we are
requesling to gel from Koshika Foundetion. o the extant that such assistance is granted by Kashika Foundation. IT the requesled assislance is not granted
by Koshika Foundatian, in part or In full, then the Hospital reserves iI's nght to make up the shartfall fram another NGC or any other source. This
confirmation essentially stales thal the Hospital will not svell any duplicate ssslstance for the sgma patlent’case from any other NGO or any other source
2! The assistance lrom Koshika Foundation is enly financial in nature. The choice of the reatmentprocedure advisediconducted by the Hospital on the
patient, is based on the arangamenl between the patlent & the Hoszpilal, end iz In na way Influenced by Koshika Feundation. Hence, 1he Hezpilal wil
azzume zola & complele responsibility of the treatment & it's gutcame & salely of tha patient, and Koshika Foundalion will hava no role or respansibility

in the mattar.
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