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1) U heraby confirm that all details In this Form ane True @ 1he bast of my knowiedge. Any false slatemant will render my Application & ongoing assislance; if any,
limbbia for rejecton/cancellation.

2) | solamanly confirm that assistance, if recaived from Koskika Foundation, will bo used orly for the *purpose”, a5 stated In this Form, for which such assistancs
was reguestad by ma.

3y | hareby confirm that | have nol & will nat in foters, avell of reimbursemant In pad or it trem sny other sourca'amplovear/instiranca company, of the amount
for which his assistonce = requested.
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1) By affixing my storalure or tumb impression on this Form, | (Applicanl) hereoy agree &-aulhorise Koshika Foundation and |1's Trustees to
usaiplblishiput-apireprodiece my neme, addrass, photo & datalls of the “purpoza’, for which such asslstance is requestedigranted, through any
i, Including but not imited bo verbal, print, slectroniz, for soliciiing donatiens for Koshika Foundation andfor disseminating Information about it's
petlvitiestachisvemenis, Sudh uss ol my phota & detalts can ba made by Kashlka Faundalion batora or after my treatmant or fullilment of the “plepose”
for which eestgtance i haing requested.
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By affixing hereunder, sigrsture of our Autherlsed Sknatory for resommending this casel/patient for inancial assistance from Koshika Foundation, we
(Hospital) heraby affirm & sccapl following: _

1] that we neither 2re presantly nor will In future svail of financial assistance from angther MEO or any other source, for the sama patient/cass, as we are
reqiissing to ael rom Koshika Foundation, to the axtent that such assistanoe is grantod by Koshika Foundation. If the requisted eesistance is nol grantad
by Koshika Foundation, In part of in full, then the Hospital reserves I1's right to make up tha shortisll from another NGO or any olher saurce, This
confirmalion ezsentlally statas thal tha Hospits! will nol avell any cuplicats Essistonce for ths sams patient/case from any other NGO or any ather source,
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paliant, s beeed on the srengement batwean the patient & tha Hoopital, and is in mo way influenced by Koshira Foundation. Hence, tha Hospital wili
gssume gole & complets respansibility of the treatment & {'s culsome & sefety of the patient, and Koshila Foundalion will have ha rle or reaponsibility

in the matiar.
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