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11 | heraty canfirm thit oll detalls i ihis Form are Tre 1o the-best of my knowledge, Any false stalement will render my Application & ongoing assistance, LT
jiabie for rejection/cancelistion

2} | solemnty confirm that assistance, if recaived from Koshika Foundation, will be wsed anly fof the “mirpose”. 5% Stated n this Farm, for which such gssistance
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1) By aftming my sianature or thirmi Impresaion on this Form. | (|Apphicant) heteby agree & authorlse Koshika Foundation and it's Triusteas 10
use/publiishiput-upreproduce. my fame, address; pholo & details of the “purpase’, far which such assistance is requested/granted, through any
medium insluding bt nat fimited to verbal, print, electronic, for soliciting dnnations for Koshika Foundation andior disseminating information about s
attivilies aahevements. Such use ol my phote & delails can b made by Koshika Foundation bafore or after my treatmant or futfilment of the ‘purpose”
for which assistance |5 being requestsd
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By affining hereunder, signatyre af ol Authorised Sigratory Tor recammending ihis case/patent for finansial assistance lrom Koshika Foundation, we
iHoupital| noreby affitm & accept following:

1) tnat we neither are presantly ner will in future vl of inancial assistance from another NGO or any other source, for the same patignucase, B5 we 8re
requesting to gel from Koshika Foundation, to the axtont that such assistance (s granted by Koshika Foundation, If the requested assistance |s nol grantad
by Kashikn Foundation, in part of in full, then the Hospital resarves i's fight to make up the shortiall from anothar NGO or any olher source. This
eanfirmation essentially states that the Hespital will not avail any duplicate assistance for the same patienticase from any other NGO or any other source
2) The assistance from Koshika Eoundalion is anly finanaal in nature. The choioa of thie treatment/procadure advised/conducted by the Hospital on the
patiand, |s based on the arangemanl between the patient & the Hospltal, and 15 in no way influsnced by Koshika Foundstion, Hence, the Hospital will
pesume sole & complete responsibliity of the treatmant & (s putcome & safely of the patient, and Koshika Foundation will have no role or rasponsibility
in the matter
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