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1) 1 hereby confum thal ali delails in this Form are True 1o the tost of My knowledge Any false stalement will renger my Application & ongong assistance. 1 any,
hatle lor rejectionicanceliation, _ _ 7 ) 4

2) 1 sulemniy confirm that assistance, il received from Koshika Fuundation, will be ysed only for ihe “purpose”. as stated n this Form. B
was requested by me 7

3} hereby confirm that | have not & will not i future. avail of rermbtursement. in part or w full. from any other sgurce/emplo
for which this assistance is requested. ”
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1) By affixing my signature or thumb impression on this Form. | {Applicant) hereby agree & authorise Koshika Foundation and it's Truslees o
use/publishiput-up/reproduce my name, address, pholo & details of the “purpase”. for which such assistancg_is- Tequestedigranted. through any

¢ it
hich such assislance

yerfinsurdnce company, of the amaumn

for which assistance is being requested.

2} 1 {Applicamt} further agree thal any such use of my name, address, pholo & details of the “purpose”, for which such assistance is requested/granied,
will not autornatically entille me for recaiving or conlinuing the said assistance The decision for granting andior contmumn
with the Trustees of Koshika Foundalion, and their decision s this Tegard will be final and acceplable 1o me.
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By aifixing hereunder, signalure of our Authorised Signatory for recommending this caselpatient for financial assistance from Koshika Foundation. we
(Hospital) hereby affirm & accept Iollowing: . 0 )

1) that we neither are presently nor will in future avail of tinancial assistance from another NGO or any other source, for the same patient/case, as we are
fequesting lo gel fram Koshika Foundalion. 1o the exlent that such assistance 1§ granled by Koshika Foundation. If the requested assislance is not granled
by Kashika Foundalian, in parl or in fulf, then (he Hospilal reserves i1's nghl 10 make up Lthe shortlalk from anolher NGO or any olher source. This
confirmation esseatially states Ihat the Haspitai will nol avail ary duphcale assistance for the same palient/case from any othec NGO or any other source.
2) The assistance from Koshika Foundation is only fingncial in nature The choice of the treatmenl/procedure agwisediconducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influgnced by Koshika Fou Hospital will
assume sole & complete responsibilily of the Ireatmen) & 1's outcome & safety of the patient. and Koshika Foun r'?hg_onsiblmy
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