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2} 1 solemnly conflrm that assistance, i recelved from Koshika Foundation, will be used only lor e “purpose”, as stated In this Form, for which such mesistancs
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1) By affixing my sgnature or thumb Impresskon on this Form, | [Applicant) hereby agroe & suthorise Koshika Foundation und it's Trusises lo

unedpublshipul-up/mproduce my name, sddress, pholo & deladls of the “purposa”, for which such assistance is requestedigranted, through any
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for which assistance is being requested
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with Ihe Trustees of Koshika Foundation, and thair deckion is this regard will ba final and ncceplable lo me.
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1) thit wo nadtiter ara presently nor will in fulure svall of financial aselsiance from another NGO or any other source, for the same patlent/case, s we am
requesting 1o gat from Koshiks Foundalion, o the sxtent that such essistance is granted by Koshika Foundation. if the requesied assistance is not granted
by Koshika Foundation, in part or In full, Ihen the Hospial reserves it's right 1o make up the shorfall from another NGO or any olher source. This
confirmation essantiaily stntes that the Hospital will not avall any duplicate assistance lor the same palientcase rom any other NGO or any other source
2) The ass/stance from Koshika Foundation is only financial in nature, The choice of the trostmentiprocedure advised/tonduciad by the Hospital on the
patiant, i based on the amangemant betwean the patient & the Hospital, Bnd is in no way Influsnced by Koshvka Foundation. Hence, the Hospitisl will

assuma sole & complets responsibility of the traatmant & I's outcoma & salety of the patient, and Koshika Foundation will have no role or responsbliity
in the matier.
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