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1) | hereby condiem that ol dotalls in s Form are True 1o the best of my knowledgo, Any false statoment will mnder my Application & ongoing sssistano,
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2) | soleennly confiem that sssstance, If recelved from Koshita Foundation, will be used ooty for the “purposs”, ot stabed in this Form, for which such
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3) | hereby confiem that | have not & will not In Rilure, avall of reimbursament, In part or In 1R, fom any other sourca/amployerinsunnce company, of e
for which this assistance is requesied
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1) By affxing my sighatire of thumd impresaion on this Form, | (Applicant) hereby agroe & sutharise Kostila Foundation and i's Trustoes %
usa/pubishiput-upireproduce my name, sddress, photo & detalls of I “purpose’, for which such asuistance s requestedigruntod, through any
medium, nctading but nol Sdted 10 verdal, print, slectronic, for sciiciting donations for Koshika Foundation andéor disseminating information about it's
acsvities/achiovernentis. Such uso of my photo & detalls can Do mada by Koshika Foundation bofore of aflod foy Weatment of Asfiment of the “purpose”
for which assistance is being requestod

2) | (Apphicant) further agree $iat any such use of my name, addvess, photo & delalls of the “purpoce”, for which such assistance Is requestedigranted,
will not automatically entitie me for receiving or continuing the sald assistance. The decision for granting andiar confinuing the assistance will rest sololy
with the Trusiees of Koghika Foundation, and their decision is this regard will be final and acceptable %o me
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By afuing hereunder, signature of our Authorised Signatory for recommending this cass/patient for fimancial nssistance from Koshiks Foundation, we
(Hospizal) horedy affirm & ocoept following:

1) It wo naithor are presantly nor will in future aval of financial assistance from another NGO or ary other source, for the same palientcasg, B6 wo we
requesting 1o got from Koshika Foundalion, 10 the extent that such assistance is granted by Koshika Foundation. If tho requested sssistance is not granted
by Xoshixa Foundution, in part or in fidl, then the Hospilal reserves ir's dght 10 maie up the shortall from ancther NGO or any other source, This
confirmmation ecoensally states !al the Hospital wil not avall any duplicals assistance o the same pationt/case Uom aoy other NGO or any other source.
2) The assistance troen Koshika Foundaion i only financia? in nature. The choics of he fresimentirocadure sdvisodconducted by the HowpRal on the
pationt. i bowed on the srrengemant betesen he patient & the Mospilal, and s In no way nSiusnced by Keshilas Foundation, Honce, the Hospital wil
Asume sclo & compiote responaibiity of the Yeatmant & ¥ cutcome & safaty of e patent, and Koshika Foundation will have no role or responsibility
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