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1) | hersby confirm that all detsils in this Form are True 1o the best of my knowledge. Any false statement will render my Application & ongoing asslitance, Il amy,
bl for ejectionicanceliation,

21 | solemnly eonfirm (hat assistance, If received from Koshika Foundation. will be usad only for the “purpose”, as stated In this Fomm, for which such assistance
was requested by me

3 lhr:ﬂ:by confirm thal | have not & will nat in futuse, avill of reimbumsamiant, in gart or in full, from any other source/employerinsurance company, of the amount
for which this assistance is reguesied.
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1) By affiging my signature o thumb impression on this Farm, | (Appiicant) hereby agree & authonss Koshiks Foundafion and it's Trustess 1o
ust/publlishiput-upireproduce my rame, address; phato & details of the *purpose”, for which such assistance |s requestedigranted, through any
medium, including but not limited to verbal, print, slectronic, for soliciing donations for Koshika Foundation and/er disseminating Informalion about s
activilles/nehisvements. Such use of my photo & detalis can be made by Koshika Foundation before or after my treatment or lulfiiment of the “purpase”
for which assistance & being requesied.

21 | (Applicanl) further agrae that any such use of my rame, address, photo & detadls of the "purpose”, for which such assistantce is requesiedigranted,
will not automaticatly enfitle me for recaiving of continuing the sald assistance. The decision for granting andior continuing the assistance will resl solsty
with the Trustess of Koshika Foundation, and their dectslon bs this regard will ba final and accaptable-lo ma.
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By affiing hereundar, signature of our Autharised Signatory for recommanding this casa/patiant for financial assistance from Koshika Foundation, we
{Hospital) heraby affirm & accept following:

1) that we nefthar are presently nor will in future svall of financial assistance from snathsr NGO or any othar source, for the sams patent/cane, as we arg
requesting 1o get from Koshika Foundation, to the extent that such asslstance is granted by Koshika Foundation. Il the requested assistance & not granis:d
by Kashika Foundation, in part o in full, then the Hosplial reserves IUs right 1o make up the shortlall from another NGO or eny other source: This
confirmation essantially states that the Hospital will not avall any duplicate assistance for the same patientcass from any other NGO or any other scurce
7} The assistance lrom Keshika Foundation is only finsncial in nature. The choice of the treatmentiprocedure advisad/conducted by the Hospital on the
patient, ks based on 1he arangemeant betwaen the patant & the Hosgital, and |5 in no way inftuenced by Koehika Foundation. Hance, the Hospital will
ssslime 5ol & complete responsibility af the treatmant & I's outcome & safely of the patient, and Koshika Foundation will have no role or responsibility
In the matter,
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