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1} | frerety confirm thal & detads in this Form are True to o best of my knowledge. Any false statement will render my Applicalion L ongoing assistancs, If any,
kible for rejeciionicanceliaon )

2] | solemnly confirm that assmtance. il recelved from Kouhika Foundation. will ba used only for the “purpose”. a3 s5ated in this Form, for which such assistancs

reputsted by me.
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1) By affung my signature or thumb impression on this Form, | (Applicant] herety agree & authorise Koshika Foundation and it's Trusiees 1o
use/publshipul-upireproduce my name, address, photo & detads of the “purposa”, for which such sssistance is requestedigranted, through any
medium, inciuding bul not limiled to varbal, prinl, skecironic, ke soliciting donations for Kostils Foundation and/or diaseminating Information sboul i's
actvities/achwvamaents. Such use of my phote & details can be made by Koshika Foundation betocs or after my Ireatmaent or fulfiiment of the “purpose”
for which assistance |s baing requested.
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By affixing hermunder, signature of our Authorissd Signatory for recommending this casafpatient for nancial assistance from Koshixa Foundation, we
{Hospital) hereby affirm & accest following:

1} tnat we nadher are prasantly nor will in future avail of financial assistance from ancther NGO or any other source, for the same patient/case. as we are
requasiing to gat from Koshika m.ummmmmnmmwmm.ummmumw
by Koshika Foundation, in part of In full, thah the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This
confirmation esseniiaily siates inat the Hospital wil not avaii any duplicate assistance for the same patisnlicass from any olher NGO or any other source.
2} The assistance from Hoshika Foundation is only financaal in nature. Tha choice of the treatment/procedure advised/conducted by the Hospital on thie
patiant, i tased on the arangement befwaen the pafient & the Hospilsi. and is in no way infiuenced by Koshiks Foundstion. Hance, the Hespital will
assume sole & complele respansibiity of the teatment & it's outcome & safety of tha patient. and Koshika Foundation will have na roke or responsibility
in the mather
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