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1) 1 hereby confirm that all details in this Form are True 1o the bast of my knowledge. Any faise staleman will rander my Application & ongaoing assistance, i any,
listie for rejection/sancellalion,

2) | salemnly confirm that assistance, i received fram Koshika Foundatien, will b used oniy fof the "purpnss”, a8 stated in fhis Form, for which such assistance

was requested by me.

1) | herety confirm that | have not & will not in futire, avall of reimbursemant, |n garn ar |n full, fram any other sourcalomployerinsursnce company, of the amourn

foor which this assistance |5 requestad
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1) By affixing my signature or thumt fmpressian on-this Fam, | {Applicant] hereby agres & aulhorise Koshlka Foundation and Ii's Trustees to
ueeipublish/put-upireproduce my name, address, photo & detaits of the “purpose’, for which such assigtance Is reguested/granizd, through any
medium, including but not imied 1o verbsal, print, electronic, far soliciting donations for Koshika Foundation andiar disseminating Information aboul it's
activities/schisvements. Sush use of my photo & details con be meds by Keehika Foundation befara ar afler my traatmant or fullilment of the “purpose”
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By affixing heraunder, sgnature of our Authansed Signatory for recommanding this case/patient for financial assistance from Koshika Foundation, we
{Hospital) keredy affiom & accept following

1) 1l we neithar are presently nor will in fulure ayeil of financial assistance Irm anoiher NGO oF any oiner source, for e same patienl/case, B8 wa are
requesting to get from Koshika Foundation, to the extenl thal such assislance is granied by Woshika Foundation, If ihe requesled sssisiance is not granted
tiy Koshika Foundation, in part or in full, then the Hospital resesves |9 right lo maka up the shortall fram ancther NGO of any other scurce, This
confirmation essentially states thal Ihe Hospital will not avail any duplicsts assistance for the same patient/case from any othar NGO or any athar source.
2) The assistance from Koshika Foundation is only financlal in neture. The choica of the ireatment/proedure advised/conducted by the Hospilal on fhe
patient, s based on the arsngement batwesn the patiant & the Huspilal, and I8 in no way influsnced by Koshiks Foundation. Hance, the Hospital will
mssuma sals & complete responsitifity of the treatment & il's cutcome B safaty of the patient, and Koshika Foundation wil have no role or responsibility
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