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2)1 sclemnly confirn that assistance, If recaived from Koshika Founcalion, will bo usad only for the "purposo”, as slated in this Form, for which such assistance
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1) By affiang my sigralure of thumd impression on this Fom, | (Appicant) hereby agree & authonso Koshika Foundation and iU's Trusiees lo
uselpublshiput-upireprodoce my name, address, photo & detalls of the “purpase”, for which such assistance Is requesied/grantad, hrough any
medium, inctuding but not imited 10 vertal, panl, electronic, for soliciting donations for Koshika Foundation andior disseminating information about if's
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By affadng herewnder, signature of our Authorised Signatary for recommending s casefpallent for financinl assistance rom Koshika Foundation, we

(Hospital) heraby affim & occept following:
1) thal we nelther are presendy nor will in future avall of inancial assistance from ancther NGO or any ofher source, for the same patienticase, &3 we are

requesting 1o get from Koshka Foundation, to the exdent that such asslstanca is granied by Koshika Foandalion, If the requesiad ssalstance is nol granted
by Koshia Foundasicn, i part o in ful, then the Mospital resarves I's right to maka up the shortlall from ancther NGO or any other source. This
conliematon essentially stales that the Hospital will not svald any dupiicate sssistance for the same patienticasa from any cher NGO or any other source.
2) The assistance from Koshila Foundalion ls only financial In nature. The chaice of the trestment/proceduro advised’conducted by the Hoapital on the
potent, s based on the arvangement between Bo patient & the Hospial, and is iy no way influenced by Koshiks Foundation, Hence, the Hospitsl wil
assumo solo & complete responaibilty of the treatment & is outcome & safoty of the patient, and Koshika Foundation will have no role or responsidility
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