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11 1 harstyy canfinm mat all details in this Form arm True to e best of my knewledage. Any false statement will rendes my Application & origaing asssiance, if any,
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2) | solemnly confirm thel assistince. If recelved from Keshiks Foundaton, will be usad only for the “purpose”, as stated in s Foem, Tor which such assistancn
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11 By sffhaing my skynature or thumb impression on thig Farm, | (Applicant} hereby agree & authorise Koshika Foundation and (s Trusiees o
useloublishiput-upireproduce my name, address, phals & details of tha “purpose”, for which such assisiance i requestedigranted, through any
medium, inchuding bul not limied to varbal, print, slectronic. for saliciing donations for Keshika Foundation andior disseminating information about it's
aclikilies/achavaments. Such use of my photo & defalls can b= made by Koshika Foundation belore or atier my treatment ar flfiiment of the “purpose”
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8y affiing hereunder, signadure of out Authionsed Signatory for rcecommending this case/palient for inancial sssistance from Koshika Feundation, we
(Maspital) horety affirm & socapt follawing:

1) thal we elther are prasantly nor whl in future avail of financial assistanoe from onather NGO or any olhar source, Tor the same patiant/case, as we are
requasting |0 gel from Koshika Foundalion, o the axtent thal such assistance is dranted by Koshika Foundation If the requested assistance is not granied
by Koshiki Foundation, in part or in full, then the -ospital reserves it's nighl 1o make up the shartfall from another NGO or any other spurce. This
confisimation essentially states that the Hospital wi riot avall any duplicate assistance for Ihe same patient/casa from any other NGO or any other source
2) The auststance from Koshika Foundation s only financial in'nature. The choice of the treatment/procedure advised/conducted by the Hospital an the
patignt. {s based on ihe arrngeament betwaen the patient & the Hospltal, and is in np way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & complete responsibility of the treatment & it's autcomn & satsty of the palient, and Koshika Foundation will have nio role or responsibility
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