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111 hezrpiby conlirm thal ail details in s Form are True fo the best of my knowiedge. Any feise staiement will rendes my Applcation & angoing sssistance. il any,

linkse for rejactiontcancallation
71 | sobeennly condim fhet assistance, I recerved from Boshika Foundation, wil be used onfy for e “purposa”, s stated in this Form, lor which such nssistance
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1) By affixing My wgnature o tumb impression on this Form, | (Applicand) hecety agree & suthanse Koshita Foundation and it's Trustees to

usaipuBlsh pul-upirepoduce my name, sddress, photo & detads of the “purpese” for which such assistance is requesied/granted. through sny

mmedium, inckiding bit ned Hmited 1o vesbal, print, sectronic, for solicing donstions fre Keshike Foundation sndior disseminating information about K's
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wilth tha Trosiess of Kashika Foundation. and thair decision la this regard will be Bral and scceptable o me
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By affing hareundar, nignature of cur Authonssd Signatary far moommending this cessipatient for financial assistance from Koabiia Founifion, we
{Haspital) herstry aflirm & scoapd lollowing:
1] Fiad we neither ane pressnily nor wil in future svall of financial essisiance from anolher NGO of any ofher source, for the same palionticass, 88 wo Be
reyeating 1o gad from Koshika Foundafion, bo the axlant that such sssistance is granted by Moshika Foundaion, |f the requested assistancs is net granied
by Koshika Fourdation, in par or in ful, then the Hospal reserved iU right io maks up the shorifall from snother NGO or any other sourcs. This
confirmation essansialy siates thal the Hospitsl will not svall any duplicels assistance fof the sams patient'cass from ary othar NGO or any athar sourca
7} The assistnce from Koshiks Foundabon i ondly finarcml in nature. The cholce of the irestmentproced'e advissd/concucied by the Hospital on tha
patienl, is basod on e arangemant betwaen the patient & the HospRal, and in in no way influsnced by Koshika Foundation. Hence, the Hospital wil

Essume sole & complete responaibiity of the ireatmant & i's culcoms & safely of the patient, ond Moshiks Foundation will have no rols or responsiblity
in the mafise.
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