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1) 1 hereby confiren that all detais in this Form are True 10 the best of my knowledge. Any false staternent will render my Application & ongorg
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1) By a¥xing my signature of thumb impression on this Form, | (Appiicant) hereby agree & authorise Koshia Foundation and it's Trustees 1o
vse/publshipat-upireproduce my name, sddress, pholo & detals of the “purpose”, for which such assistance is requestedigranted, through any
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By sffong herounder, signature of cur Authonsed Signatory for recommending this case/patent for fnancial assistance from Koshika Foundation, we
mwul)wwy affrm & accept faliowing

) that we nether are presently noc will in Ature avall of financial assistance from anciher NGO or any other source, for the same patient/case, as we are
requesting 10 gt from Koshika Foundation, 10 the extent that such sssistance i granted by Kothika Foundation, If the requesied assistance is not granied
by Koshika Foundation, in part or in full, then the Hospital reserves iU's right 1o make up the shortfall from ancthor NGO or any other source. This
confermation essontially states thal the Hospital will not avail ary duplicate sssistance for the same patienticaso from any other NGO or any otihar source
2) The assistance from Koshika Foundation is only financial in nature. The choice of the teatment/procodure advisediconductied by the Hospital on the
sationt. is based on the srrangemeont between the patient & the Hospital, and s In no way mBluenced by Koashika Foundation. Hence, the Hospital will
assume sole & complete responaibifity of the traatment & it's outcome A safety of the patient, and Koshika Foundation will have no role oe responsibility
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