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1) | hereby confiom that oil detalls in this Form are True % the best of my knowledge. Ay faiso statament will rendor my Applcation & ongoing assistance, If any,
kabie for rejoction/canceliation.

211 sclemnly confirm that aseistance, If received from Koshiks Foundation, will De used only for the "purpose”, as stated In this Form, for which such assistanco

Wi toquesiod by me.

3) | hacaby confirm that | have not & will not in future, avadl of resmbursament, in cart or i Sul, from any other sourcslempicyesfinsurance company, of the amount
for which this assistance i requested.
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1) Ly affding my signature or thumb kmpression on this Form, | (Appiicant) hareby agree & guthorise Koshika Foundation and it's Trustees to
useipublish/put-upireproducs my name, sddress, photo & details of he “purpose”, for which such assistance is requestedigrantad, through any
medum. inciuding but not limited 1o verdal, prind, electronic, for soiiciting dorations for Koshixa Foundation andlor disseminating information about if's

sctivhiosiachiovements. Such uso of my photo & detals can be made by Koshika Foundation before or after my treatrent of fuliiment of the “purpose”
for which assistance is being requested.

2} ) (Appicant) furthor agreo that any such use of my name, address, photo & dotails of the “perposa’, for which such assistance is requesiedigranies,

will not sutomatcally entitie me for receiving or continuing the said sssistance. The decision for granting andlor continuing the assistanco will rest solely
with ihe Trustees of Koshika Foundasion, and their decision Is this regard wifl be final and acceptabla %o me.
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accep! folowing:
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reguesting 10 gst from Koshika Foundaticn, (o the extant that such assistance is granted by Koshika Foundation. If the requesiod assistanca is not granted
by Koshika Foundation, i part or in full, then the Hospatal reserves 's right 10 make up the shorfall from ancther NGO or any other source This
confirmaticn essentially

stales that the Hospital will not avad anyduplicats assistance for the sama patienticase from asty other NGO or any other source.
2) The assistance from Kashika Foundation |s only finarcial In nature. The choice of the treatmentiprocedure advisediconducind by the Hospltal on the

patient, s based on the srangement between the patiant & the Hospitsl, and '8 In no way Influenced by Koshika Foundation. Hence, the Hospita! wit

assume solo & completo responsbiity of the reatment & ¥'s culcoms & safety of ine patient, and Koshika Foundation will have no role or responsibiity
In the matiar.
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