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1) | heraby confiim that afl detaiis in this Form are True to tha best of my knowledge. Any fatse statement will render my Applicatian & engaing sssislance, |t any,
fiakie for reteciliznicancelation.

2| solemnly canfirm that sesistance, if recaived from Kpshiks Foundation, will be used only for the “purpose”, 23 gtated in this Form, for which such ossistence

was requesied by me, _

)1 haraby confim that | have not & wil notin future, svail of reimbursement, in part of In full, from any other sourcelemployeriinsyrance company, of the amount
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1) By affixing my slanature or thumb impression on this Farm, | (Appticant) haraby agres & authoriss Koshika Feundation and its Trislogs to
usaipublen/pit-splrepraduca my name, address, pholo & datails of the "purposa’, for which: such assistance is requesiadigranted, through any
mediurm, including but not imited to vesbal, print. electronic, for solicliing donetions for Keshika Foundation 2ndler disseminating informaticn abaut it's
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with the Trstess of Koshika Foundation, and their decision is Ihis regard will be final and scceptabie o ma.
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requesting 1o gat from Koshika Foundation, o the sxtent thet such sssistance is granted by Koshiks Foundation. I the requested assistancs is not grantad
by Kashika Foundatian, in part or In full, 1hen the Hospital resarves It's right to make up the shorfall from another NGO oF 2ny other sourea. This
confirmation ecsantiaily siates that the Hospital will ol avail any duplicate assiztance for the same pafisnticase from any other NGO or any ofher source,
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zesumn tole & complete respansibility of the treatment & Il's outcome & safaty of the patisnl, and Koshlka Faundation will Reve no role ar responsibilily
in I matier,
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