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111 heerety confirm that 2l detialls in this Form ara True 1o the best ol my Knowkedge. Any false stalement wil rendur my Application & angaing assistance, f any,
iable for rejectiondcancellation !

<) | eolemnly contlrm that assictance, If recesied from Kostilka Foundation, will bi used only for tha “purpose”, as stated In this Form, for which such assistance

was requested by me. il

3} | hereby confirm that | have not & will nal In fture, svall of estmblirsatrent, in pert of I full from any ather scurcelemplayerinsurancs company. of the amount

tar which this assistance is requasied,
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1} By affaang my signaturs or thumb imprassion on this Form, | [ﬁupﬂcﬂm] hereby agree & aulnorise Koshika Foundation and il's Trusiess o

uss/publisiipul-upfreproduce my name, address, dhoto & distalls of the “puipose’, for which such essitnce is requestedigranted, through-any

madium, inclisding bul nol imiled to verbal, print, slectronic, for soliciling donalions for Koshika Feundation and/or disseminiating informabion about it's

activillieslachievements. Such usa of my photo & details can be made by Koshika Foundalion befors or atiar iy treatment of lullilment of the "purpose”
for which assistancs s being reguestad

2) 1 (Applicant) further agroe tht any such use of my nams, sddress, pholo & details of the "purpose”, for which such assistance is requastedigranied,
will net automatically entitfe me for rmeaiving or confiruing the sald assistance. The decision for granting andlar confinuing the assistance will rast solaly
with the Trustees of Koshika Foundation, and their decision is this regard will ba final and acceplable to me.
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By afficing hereundar, signature of our Autharised Sigriatory for recommanding this case/patient for fnenoal essistance from Koshika Foundation, wa
{Haspital) herety affirm & accepl following: )

1) that we neliher are presstitly nor will in fliture svall of financial assistencs from another NGO o any other source, for the same palisnticase, as we ane
requesting 1o gat from Koshika Foundation, ko the extant that such assistance is grantsd by Koshika Foundation. If the requested assistance s nol granted
by Kouhika Foundation, in part or in full, then the Hospital resarves it's right to make up the shortill fram arother NGO or any olher source. This
confirmation essentially states that the Hespilal will nol avall any duplicats assistance for the same patienticese from any othar NGO or any other sourca.
2] The sssstance from Koshika Fourdation is only finahcia! in natire. The choice of the treatmenlprocedure advised!conducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and s in no way influenced by Koshika Foundatian, Hence, the Haspital will
assime sofe & complels responsibiiity of the trestment & i's oulcome & safely of the patient. and Koshika Foundation will have no rabe of responsibiity
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