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1} 1 heeby confirm thal all detaits in Mis Farm are True to the besl of my knowledge. Any false statemant will render my Application & ongotng assistance, B any,
ke for resclionicanced|aion, -

2} | soleennly confirm that assistance, || recaived from Koshika Foundation, will be used only for the “purpose”, s stited it this Farm. for which such asslstance

Wi requistad by me.

3) | hareby conflrm that | have not & will not in utune, avad of reimbursement, in par or |n full, from any other sourcelemployerinturance company, of e amount
for which this sssistance s requented.
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1} By aficing my signalurg or thumb Impresskan on this Form., | (Applcant) hetoby agréee & mthorse Koshika Foundation mnd s Trustoes in
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By affixing hareundar, sgnature of our Authorisad Signatary for ecammaending ihis casa/patent lor financial assistance from Hoshika Foundation, we
{Hospital) herety affirm & accep! follawmng:

1} treat we neither ate pregently nos will in luture avall of fnancial sssislance from another NGO or any olher saurce, Jor thie same patienticass, ns we e
requesting to gel from Koshika Foundation, to the sxtant thet such assistance is granted by Koshiks Foundation. H the requested assistance is nof grantod
by Kowhika Foundation, in part or in full. then the Haspital reserves i's dght to make up the shorifall from anolher NGO of any other source. This
canfirmition essentally states (hal the Hospital will nat avall any duplicatie assistance for the same patient/case from any other NGO or any other source.
2) Tha assintance from Kashika Foundation is only finsncinl in nature. The choloe of (ha irestment/procedure advised/monducted by the Hospital on the
pavent, s hosed on the arrangement between the piatient & the Hospltad, and (s i no way influanced by Koshika Foundation. Hence, tha Hospital will
aEsume sola & complate reapandibiity of the trestmant & I's culosma & anfety. of the pationt. and Koghike Foundation will have ng fdle or responsiSility
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