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2) | solgmnly confirm that assistance, f received from Koshika Foundation, will bir used only for the “purpose”, as stated in this Form, for which such assistance

Was reguesiod by me.

3) | hereby confirm that | have not & will nol in future, avall of reimbursement, in part or in full, from any other source/employer/insurance company, of the amount

for which s ass:stance is reguested.
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1} By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree*s suthorise Koshika Foundation and (s Trustees to
use/publish/put-up/reproduce my name, address, phalo & detalls of the “purpose”, for which such assistance s tequasted/grantod, through any
medium, including bul nol limited to verbal, print, electranic, for saliciting donations for Koshika Foundation andlor disseminating information aboul it's
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will nol aulomaltically enlille me for taceiving or conlinuing the said assistance. The decision for granting andior conlinuing the assistance will rest solety
with the Trustees of Koshika Foundation, and thelr decision is this regard will be final and acceptable to me.
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By affixing hereunder, signature of our Authortsed Signatory for recommanding this casa/patient for financial asststance from Koshiks Foundation, we
(Hospital) hereby afirm & accept ollowing

1) thist we nelther are presently nor will in futurs svail of financial asMistance from anolher NGO or any other source, for the same palient/case, as we are
requesting to gel from Kashika Foundation, to the axient thal such assistance is granted by Koshika Foundation. If the requested assistance is nol granted
by Koshika Foundation, in part or in full, then the Hospital reserves iU's right to make up the shortfall from another NGO or any other source. This
confirmation essenlially states (kal the Hospital will nol avail any duplicate essistance for the same patienticase from any other NGO or any other source,
2) The assistance from Koshika Foundation is only financial in nature. The choice of the reatmentiprocedure advised/conductad by the Hespital on the
patient, is based on the smangement between the patient & the Hospial, and is In no way Influsnced by Koshika Foundation. Hence, the Hospital will
agsume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshiks Foundation will have no role or responsibility
in the mallor,
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