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1)1 hetetry confiem that all detal' 'n this Form are True 10 the best of my knowledgo. Aty faise staternont will render my Application & ongoing assistance, ¥ any,
ko for

2) 1 sclerredy confirm that assistance. If recanved from Koshika Foundation. will be used only for the “purpose”, as stated in this Form, for wivich such assistance

was requesied by me
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1) By affeong my sgmature of thumd impression on this Foem, | (Applicant) hereby agren & authorise Koshda Foundation and s Trustees 1o
use/publistput-upreproduce my name, address, photo & details of the “purpose”, for which such assistance & requestoed/granted, through any
medum, includng but not mvted 1o verbal, prnt, electronic, for soliciting donations for Koshika Foundation andlor disseminatng information about it's
pctivities/achieverments. Such use of my photo & detalls can be made by Koshika Foundation before or after my reatment o fulfiment of the “purpose”
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2)  {Apphcant) further agree that any such use of my name, address, pholo & details of the “purpase”, for which such assistance is requestedigranied,
wil not automatcally entitie me for recewing of conlinung the ssid assistance. The decision for granting andior continung the assistance wil rest solely
with the Trustees of Koshika Fourdation, and thes decision is this regard will be final and acceptable 1o me.
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By affoong herounder, ngnature of our Authorised Signatary for recommending Biis case/patient for fnancial assistance from Koshika Foundason, we
(Mospital) hereby affirm & accep! following:

1) hat we negher are presenty nor will in fusure avail of financial assistance from anather NGO or any other source, for the same patienticase, o we e
roquesting 1o get from Koshika Foundation, 10 the oxtent (hat such assstance is granted by Koshika Foundation. i the requesiad assisiance s not granted
by Koshika Foundstion, in part or in full, then the Hospital reserves it's nght 1o make up the shortfall from ancther NGO or any other source. This
confemation essontally states that the Hospital will not avall any duplicale assistance for the same patient/case “om amy other NGO or any other source
2) The assistance from Kealvka Foundation is ordy Snancial in nature. The choice of the rsatment/procedure advisod/conducied by the Hospial on the
pationt, is basod on the arangement batween the patient & the Hospital, and Is & no way infiuenced by Koshiks Foundation, Honce, the Hospital wil

" assume sole & complelo responsbiity of the troatment 3 it's outcome & safety of the patient, and Koshika Foundation wil have no roie of responsddily
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