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1 | hiereby canfiem that all deails i this Form sre True o the best of my knowledge Any false stalemant will render my Application & angaing assistance. if any,
kimtsle for rejoclion/cancellation.
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1] By affang my signature or thumb impreseion on this Form, | (Applicant] heteby agree-& suthorisa Koshika Foundation and it's Trustees o

use/nublishipul-up/reprodure my name address, pholo & details of the "purpose”, for which such assistance Is requestedigranted, through any

medium, nofuding but net imiied 1o versal, print, slectranic, for soliciting denations for Kashilka Foundation andiot dissamirating informatien aboul il's
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By allining hersunder, sgnalus of our Autharised Signatory {ot racommanding Inis caselpatient for finencial assistance fram foshika Foundation, we
(Hospital) heroty. sifirm & sicept foflowing:

1) that we neither are prasently nor will in futire avall of firencial sssislance frisrm analbies NGO or any ather source, for the same palientcase, as we Bre
tequesting to get from Koghike Foundation, io the extent ial $uch assistanca Is granted by Koshika Foundation, Il the requasted assisiancs = nol granied
by Kashika Foundation, in part ar In full, then the Hospital reserves it's right 1o make up the Ehartfall from erother NGO or any olher source, This
eerfirmation esaentialy stetes that the Hospital wil not avail any duplicats assisisnce for the same pallenticass from any cther NGO or any other source
2] The aesistance from Koshike Foundalion ks only inantial In nature. The choics of the reatmentiprocedure sdvisediconducted by the Hospital an the
salient. is based on the aerangement between tha patient & the Hospdal, and |5 in na way Influeniced by Koshika Faundation. Henoe, the Hospital will
aesye tols & complels rosnnnsibiity of the treaiment & Ii's aulcome B safety of the patient, and Koshika Faundation will have no roke or responssbilily
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