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1§ | hereby confirm thit all details in ihis Form are True-1o the best of my knowledge. Any false statement will render my Application & ohgaing assistanes, i any,
Habie for espctionfcancellation. )

2) | salsmnly confirm that assistanca, if received tram Koshika Foundation, wil be usad onty for the "purpose”, as stated In this Farm, for which such assistance

vils magursted by me.

3} | by confirm that | fave not & wal oot in future, @vall of reimbursemant, in part orin hul, fram any ofher sourcelemployetfingurance ompany. of the amoun
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1} By afllxing my skgnature or thumb impression on this Form, 1 {Applican) heroby agres & authonse Koshika Foundation and Ii's Trusteas to
une/publishiput-upireproduce my name, address, photo & details.of the “purpase’, for which such assistance is reguesied/granted, hrough any
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271 (Applicant) further sgres that any such use of my name, address, photo & datalls ol the “purpede”, for which such assistance |s requestedigranied,
will not automatically entitle me for recaiving or continuing the sald assistance. The decision for granting andior continbing the sssistance will rest solaly
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Hy offiding hereunder, signalune of our Authorised Signatory fof recommanding thas casaipatient for linancnl assistance from Koshika Foundation, we
(Hospital) horaty affirm & accept followng:
1) that we neither are presently nor will In luture svall of finncial assistanca from anotnes NGO ar any other source, for the same pationt/cose, as we are
rejuiesting to get fram Keashika Foundation, to the oxtent that such assstances is granted by Kaoshlks Foundation, Il the reguastied assistance |s ot geantac
by Koshika Foundation, in part ar in full, then the Hoapital reserves it's nght 1o maka up the shorfsll from another NGO or any other source. This
canfinmation assanlially states that the Hospital will net avall any duplicate asslstance for the same patienticasa from any other NGO ur any other sourcs,
2] The assstance from Koshika Foundation is only financial in nalure. The cholce of the ireatmentiprocedure advised/conducted by e Hospital on the
patient, is based on the arangement betwean the patient & the Hospital, and is in no way Influenced by Koshika Fosihdation, Hence, the Hospita! will

assume solp & complete responaibility of the treatment & it's outcome & safsty ol the patlent, end Koshika Foundatlon wil have no roke or responsibility
ir1 the mitar,
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