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1) | hareby eonfiem that all datais in this Form ore True 1o (he best of my knowladge. Any false sistemant wil renter my Application & ongoing assiatance, i any,
linbén for mjecionicancration.

2) | solemnby confirm that asslsiance, i recelvad from Koshika Foundation, will be used enly for (he "purposs”, & stated in this Form, for which such assistance
wias requasted by me

3) | hereoy confirm {had | B nat & will ot in Tuture, avall of reimbursement, iry part ar in full, Fom any other souresfemployerinsurance company, of the
for which thiy pasistancs |8 redquottod
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1) By-affuong my signature or numb imprassion on thes Form, | (Applicant) herety agree & authorise Koshika Foundafion &nd i's Trusises o

uen/publishiput-up/reproduce my name, sddiess, phats & delalls of the “purpose”, Tor which such aseistonce Is requestedigranted, through sny

meedium, including but not lemited 1 verbial, print, electreniz, for ealiciting denations for Koshika Foundation andior disseminating information about Il's

activitienachiovements, Such uso of my pholo & dolals can be made by Koshika Foundation buhmnrlmfmwmmwhﬂmmﬂh‘pm

for which esalstance Is being requosted,

2) | (Applizant) further sgrea that any such use of my nama, address, phota & detalls of the "purpans”, for which such sssistance i requestiad/granted,

will not mutomuaiically antiBe ma for receiving or continuing the safd assistance, Tho declsion for granting andior continuing the essistance will rost sciely

with the Trustees of Koshika Foundation, and their decision s this regard will be final and scceptable to me.
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By afficing hareunder, slgnalure of aur Authorised Signatory for recommanding this case/patient for financial assistance from Koghika Foundation, wa
{Hospital) hereby affirm & nccep! following:

1) thal we nalther are presantly nos will in luture avall of financlal asslstanca liom anoliar NGO or any olher source, for Ihe sama patienticasa, as we are
nq;:lhwlngumwuﬁunmum.mm exignt that such essistance is granted by Keshika Foundation. If the requested assistance is nol granied
by Mashika Feundation, in part or |n ful], then the Hospital reserves its right 1o make up U shorifall fram another NGO or eny other source. This
confirmation essanfially statos that the Hospital will not avall any dupficale assistance for the sama patienticase from any other NGO or any cther source.
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pafient, is based on the armngement between the patient & the Hospital, and Is in no way influenced by Koshika Foundation, Hence, the Hoapital will
aasume solo & completo responeibilty of the treatment & K's otteoms & safety of the p L, and Koshika Foundation will have no role of respons|bility
in the matier,
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