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2} | solemnly confirm thal sssistance, If received from Koshiks Foundation. will ba used paly far B “purpose”, ss stated in thin Formn, for which such asalstance
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1) By affxing my signature or thumb imprassion on this Form, | (Applicant) hereby agree & authorise Koshiks Foundation and II's Trustees 1o
use/publish/pul-upireproduce my name, address, pholo & detalls of the “purpose”, lor which such sssistance is requasted/grantsd, through any
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with the Trustees of Koshika Foundetion, and thelr decision is this regard will be final and acceptable to me.
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1) #hat we neither ste presently nos will in fulure avall of financial assistance from another NGO or any other source, for the same palisnlcase, 88 we arne
requasting o gel from Koshika Foundation, (o the extent thal such assistance |s granted by Koahika Foundation. If the requesied sssitance is nol granted
by Kooshika Foundation, in part of in full, then the Hoapital reserves i's fight to make up the shortfall from another NGO or any olher source. This
confirmation essentally states thei the Hospital will not avall any duplicate assistance for the same patient/case from any citer NGO or any oiher source.
2) The sssigiance from Koshika Foundation is only financial in nature. The chaice of the treaiment/procedure advised/conducted by the Hospital on tha
pathant, is based on the arrangument between the patlent & the Hosplial, and is in no way Influenced by Koshiks Foundation. Hence, the Hospltal will
assume sole & complete responsibility of the treatmant & Il's outcome & safety of the patlent, and Koshika Foundation will have no role or responsibility
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