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1) | heroby confiem that a8 detalts i s Form are True (o e best of my knowladge. Ay false statemant will render my Application & ongoing assistance, If any,
Sable for

rejectondcanceliabon.
2) | solewnly confern that assastance, I received from Koshika Founcation, will be used anly for the “purpose”, as stated in this Form, for which such assistance

was requasied by me
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1) By affiing my signatire of thumb impression on tis Form, | (Appiicant) hersby agree & authorise Koshika Foundation and t's Trusices 10
use/publsivput-upireproduce my name, address, photo & dotals of the “purpose”, for which such assistance is requesiadigrantad, through any
medium, ingluding bt not limitad 10 verbal, pring, electronic, for soliciting donations for Koshika Foundation andior disseminating informasion about iT's
activitesiachiavements, Such use of my photo & details can be made by Koshika Foundation before of afler my reaiment or futfiment of the “purpose”

for which assistance is being requested
2) | tAppicant) further agreo that any such use of my name, address, photo & details of the “purpose”, for which such assistance is requesiodigranted,
will nol automatically antitie me for recerving or continuing the sald assistance. The decision for granting andior continuing the assistance will rest solely
with e Trustens of Koshaa Foundation. and thekr decsion Is this regard will be final and acceptable lo me.
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By atixing hereunder, signature of cur Authorised Signatary for recommending this case/pationt for fimancial assistance from Koshika Foundation, we

(Hosgital) hercby sffiem & sccopt following:
1) that we noither ae presantly nor wil in future avall of financial sssistance from another NGO or any other source, for the same patient'case, as we are

requesting % get from Koshika Foundation, 10 the exient that such assistance is granted by Koshika Foundation. If the requested sssistance is not granted
by Koshika Foundation, i pan of in full, then the Hospital reserves it's right 1o make up the shortfall from another NGO o¢ any other source. This
confirmalion essentialy states that the Hospital will not avad ony dupicate assistance for the same patienticase from any other NGO or any other source.
Z) Tha assistance from Koshika Foundation is only financial in nature. The choice of the teatmentiprocedure advisediconductod by the Hospital on the
patient, Is based on the amangement batween the paiant & Bhe Haspital, and is In no way influencad by Koshika Foundation. Hence, the Hospital wit
assume sole & complele responsitilily of the treatment § I's outcome A salety of the patient, and Koshika Foundation will have no role or responsidiity

in the malter.
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