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1) | heraby confirm thal all detalls in this Form are True 1o the best of my knawiedge. Any false staterment will render my Application & ongaing assistance, if-any,
fisteg for rejedlicn/canceilalion.

2} 1 solemnly confirm that asséstance. if recaived from Koshika Foundation, will be used anly for the “purpose”, as stated in this Form, for which such assistance
wirs requestad by ma.

3} | herety confirm that | have not & wil not in fulure, aval of relmbursement, in part or in full, from any other sourcelsmployarfinsurance comgzany, ol the ameount
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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & suthorise Koshika Foundation and it's Trustees 1o
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By affixing hereunder, signature of our Authorised Signatary for recommending this case/patient for finantinl sssisiance from Koshika Foundation, we
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1) that we neither are presenlly nor will In futyre svail of finoncial assistance from anothes NGO or any other source, for ths same patianl/case, a8 we s
requesting to get from Koshiks Foundation, to the extent tha such assistance |s granted by Koshika Faundation, If (ho requasted assistance is not graniad
by Koshika Foundation, n gart of In full, than the Hospltal reserves I's right to make up the shartfall from anathar NGO or any other source. This
confirmition essentially states that the Hesptial Wil not sl any duplicats assistance for the same palienticase from any olher NGO o any otfver sourcs
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patianl, is based on the armngemenl batwean the patient & the Hospltal, and |6 in no way Influenced by Koshika Foundation, Hence, the Hospital will
assume sole & complete respansibiiity of the treatment & s outcome & safaty of the patient. and Koshila Foundation will nave o role or resporsibility
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