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2| | solemnly confirm thal Fssistance, i received from Koshiks Foundation, will bs used only for fhe “purpose”, as stated in this Form. for which such assistance
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1) By affialng my signalure or thumb impression oo this Forml | (Applicant) hataby agrée & sulhorse Heshila Foundation and iU's Trustees 1o
usalpublish/pul-upirepraduce my name. address, phioto & detals of the “purpese’, forwhich sueh assistance s equestedigranted, through any
madium, ingluding but pet limitad to varbal, print, alsctminic. for saliciting donations for Koshile Foundation and/orn disseminaling Information aboul I1's
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By atfixing hersunder, signature of our AuthitHsed Signatory for recommending this case/patient for fingncal assistance from Koshika Foundation, we
{Hospital] hereby affirm & accept following:

1) thiat we neither are presently not will In fulure avai of inancial asslstance (rom another NGO or any othor 2ourca, for the same palienl/case, &5 we any
requesting to get from Koshiks Faundation, to the axtent that such assistance is granted by Koshiks Foundation. If the requested assistance is nol granted
by Kashika Foundation, in part or Ir full, then ine Hospital reserves its right (o make ug the shortfall fram another NGO or @ny other source. This
sonfirmation essentially states that the Hospital will rot mvall any duplicats assistance for the same patlenticase from any other NGO or any othar sourca
2| The assistance from Koshika Foundation is only financial (s nature. The choice of the treaiment/procecure advised/canducted by the Hospital on the
patient, |s based on the arangement between the patient & the Hospital, and is in no way inflienced by Koshika Foundation. Hence, the Hospitl will
assump soln & complets responsibiiity of the treatment & it's oulcoma & safety of the patient, and Koshiks Foundation will have no role of respansibility
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