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1) | hereby confirm that Al Gotals in this Form are True 1o the best of my knowiedge. Ary faise staternont will render my Appication & crgoing assistance, If any,
Aable for rpectoncancolistion.

2) 1 schermely confirm thist assistance.  recaived from Xoakika Foundasion, will be used onfy for the “Durpose”. 26 stated in this Form, for which such assistance
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1) Ly affimng my Signatune of L. be. .. -0n on this Form, | (Applicant) hetody agroe & suthorise Koshika Foundation and It's Trustees to

US0 PUBLSR DUL-UPTERAOGUOE My AlME. BI0TeRS, CHOID & datalls of he “DUrDCse”, for which SUCH BSSIANCE 1§ FEQUESIEC/Granted. vough any

medam, Inciuding dut mot Timited 10 verbal, print, slectronic, for sofciting donations for Koshike Foundation andior disseminating information about It's

Actwtesischiovomants, Such yse of my photo & detalls con be made by Koshika Foundation before o¢ afer my treatment or fulfiiment of the “perpese’
for whch asssstance s baing roquested

2) | (Apghicant] furthor agree thal any such use ¢f my name, Ado'ess. photo & details of the “purpose’, or wivch such assistance i requestedigranied,
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By sffxing hereunder, signature of our Authonaed Signatoey for recommendng (s case'patient for inancisl assstance from Koshika Foundation, we
(Hospkal) horedy affirm & accept

1) that wo nedher are presenty nar will in future aval of financial assistance from ancther NGO or any other source, for the same patlenticase, as we are
requesting ta get from Keshika Founcation, 10 the extent that such assistance is granted by Koshika Foundation, If the requessed assistance i not granted
by Koshika Foundation, in pon or in full, then the Hospital resecves It's right to make vp ihe shortfall from ancthes NGO or any other scurce. This
confemation essentialy states that the Haspital will not avall any cuplicate assistance for the same pationticase from anry othet NGO or any cther source.
2) The assistance from Koshika Foundation is only financial i nature, The chouce of the reatment/procedure advisedicondutied by the Hospital on the
pationt, is based on the armangemant betwoen the patient & the Motpal, and Is In no way influenced by Koshika Foundafion. Hence, the Hosptal will

sssume sole & complete responsibiity of the restment & I's cutcome & safety of the patient, and Koshika Founcation wil have no roie of responsibidty
in the matter
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