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1} I hereby conlirm that afl details in this Form are True 10 1he best of my knowledge Any talse stalement will render my Applicztion & ongoing assistance. if any,
hable for rejection/canceliation. 7 ‘

2) [ solemnly confirm that assisiance, if received from Koshika Fuundation, will be ysed only for the "purpose”. as stated in this Form. lor which such assislance
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3) | hereuy confirm that | have not & wall not i future, avad of reimbursement. in partor mn kull, from any ather sourcelemployerfinsurance company. of the amoun

lor which this assistance is requested 2
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1) By affixing my signature or thumb impression on this Form, | (Apglicant) hereby agree & authurise Koshika Foundalion and iI's Trusiees lo
use/publish/put-upireproduce my name, address, photo 8 delails of the “purpose”, for which such assistance is requested/granted, through any
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willi Ihe Truslees of Koshuka Foundation, and their decision is this regard will be final and acceptable o me.
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By afflixing hereunder, signature of our Authorised Signatory for recommending this case/palient for financial assistance from Koshika Foundation, we
{Hospilal} hereby affirm & accept following: .

1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source. for the same patient/case, as we are
requesting 10 get frem Koshika Foundalion, 1o the extent thal such assistance Is granted by Koshika Foundalion. If the requested assistance is nol granted
oy Koshika Foundalon, in part or i [ull, then the Hospilal reserves il's nght 1o make up the sherlfall lrom anoclher NGO or any other source, This
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patient, 1s based un the arrangement between the patient & the Hospital, and is in no way influencad by Koshika Fout e Hospital will
assume sole & complgte responstbility of the treatment & it's outcome & safety of the patieni. and Koshika Fousgu®®®s wiil have no role om\; nsibilny
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