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1) | heraby condinm fhat ol details i fhis Form ae True to the best of my knowlsdge. Any faise statemant will randar my Application & ongoing sssistance. I any,
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2 | solemnly confirm that assstanca, | recelved from Koshika Foundation, wil bs used only for the “purpose®. a8 stated In' this Form, for which such essistance

was requested by me.
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1) By affieing my signature or thumb imprassion on this Form, | {Applicant) hereby agres & suthonse Koshika Foundation and it's Trustees 1o
uselpublishpul-upreproducs my rame, sddress, photo & delails of (he “purpose”. for which such assistance fs requested/granted, hrough any
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By affining hereunder, signstute of our Authonead Sigratory for recommanding this casa/patient for finanaial assslance from Koshika Foundation. we
{Haspital) hereby affirm & accept tollowing:

1} that we neither are presenlly norwill in fulure svall ol (nancial assistance fram anathar NGO of any other source, for (he Same patienticaze, B2 we are
requesting o gt from Koshike Foundation, 1o the extent that such assistance is granted by Koshika Foundation. If the requesled agsistance 15 nol granted
by Kashikz Foundation, n pan or in full, than the Hospital reserves (s right to maka up the shartfall from snother NGO o any other source. This'
confirmation essantially siates that the Hospital will not avall any duplicate assistance for the same patient/cese from any olher NGO of any ather source
21 The assislancs fram Koshika Foundation s anly financial in nature, The choice of the trestmentprocedure advisad/conducted by the Hospital on (he
patient, ie based on the arangemant betwean the patient & the Hespital, and s in no way influsnced by Koshika Foundation, Hence, the Hospital wil
assUmSs s0le & complets responsibility of the trestment & it's cutoome & safely of the patient. ond Koahiks Foundation will have no rols or responsitiny
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