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) | hereby confirm it pll delsls in this Form are True (o ihe best of my knewltdge, Ay fatso statement wil ronder my Appication & ongoing assistance, If any,
fabis for rejsction/cancsiation
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1) By affiing my signatune or thumb impression on ihis Form, | (Applicent) hersby sgree & sulhorise Koshike Foundation and It's Trustees 1o
unn'pubilish/put-up/reproduce my namae, address. photo & details of the “purpose”, for which such ssuistanos is requesiedigranted, Brough any
miedium, including but nol imitsd bo verbal, print, slecionic, for saliziting donations for Keshika Foundation andlor disseminating lndormation sbout if's

agtivilled/achievements. Such uso of nty phalo & details can bo made by Koshike Foundalion bafore or alter my trestment or fuilliment of the *purpese”
for which assistance s being requested
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willl not aulomatically entitle me for receiving of cantinuing the said assstance The declsion for granting andior pontinuing the sssistancs will rest lnlIlly
with the Trustees of Koshéha Foundation, and thalt dechsion Iy thls regard Wil ba final and acceplabés 1o me.
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By affixing hareundar, signaluie of our Authossed Signatory lor recommending Lhis case/palienl for financial sasislance lrom Koshika Foundation, we
(Hospitaf) herelry affinm & accept following:

1) that we neither are presantly nor will in futes svall of fnantil sselulance rom another NGO of sny other source, for the same pallent/case, us we s
requesing to get from Koshika Foundation, 1o the exlent that such sssstance is granted by Koshika Foundation, If the requested essistance i not granted
by Koshikn Foundation, in part or in full, then the Hoapital rssrves I1'e dght 1o make up the shortlsl from another NGD of any other source. This
confinmation essentially stales thal the Hospil will not svall eny duplicate sssistance for the same patient/casa from any other NGO or sny other source
2] The asslutance from Moshike Foundation is only fnancial in sinture, The chace of the reatmonliprossdung sdvised/conducied by tha Hospéital on the
patient, is based on the arangement between the patient & the Haspitul, and & in na way Influenced by Koshiks Foundation. Henca, the Hospital will

pesume 30lo & comploly responuibility of the freatmant & I's outcoma & anfety of the pallent, end Koshika Foundation will have no role or responaibility
In the mstier.
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