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111 hereby cotfirm that all details in this Fom ane True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,
linble for rejaction/canceliation

29 | sobomnly confirm that assistance, if recelved from Koshika Foundation, will be used orily for the “purpose”, as statid In this Form, for which such assistance

wis roouasiad by me.

2} | heraby confam that | have mol & will netin futurs, @vall of reimburssmant, in'pan o i full, from any other sourcelemployerfiinsurance company, of the amount

tar which this assistance ls requostod.
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1) By aflixing my sighaturo of thumb impreesion on this Form, | (Applicant} hereby agree & sutharise Koshike Foundation and II's Trusloes to
den/publsh/pulupireprodues my nami, address, photo & detalls of the “purposa”, for which such pssistance is requested/granted, mrough any
medium, including but nol limited to verbal, print, slactionic, lor soliciting donations for Koshika Foundation andior disseminating Information about Il's
aciviliadfachisyemants. Such use of my photo & details can be made by Koshika Foundation bafore or aftar my treatment or fiulfiiment of the *purpose”
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will not autamatically enlitle me for receiving of contiruing the said assistance. The ceolsion for granting andfor continuing the assistance will rest solely
with the Trustees of Koshika Foundathan, and their decision is this regard will be final and acceplable to me;
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By afixing heraunder, signalure of our Autharlsad Signatory for recommanding this case/patient lor linancial assistance rom Koshika Foundation, we
{Honpital) hemeby affirm & scapt following:

1} that we relther are presently nor will In future avail of financial assistance from snother NGO or any other source, for the samg pallent/case, as we are
refuasting o gel from Keshika Foundation, to the oxtent thal such assistance ks granted oy Koshika Foundation. [Fthe reguesied assistance is nol granted
by Koshlka Foundation, inpart o in full, than the Hospital reraryes it's right 1o make up the shortfall from another NGO or any other sourcs. This
confirmation assentially states thal the Hoapital will not-avall any duplicate assistance for Ihe same petisntcades from any otier NGO of any olher source.
2} Thiz assistance from Koshika Foundation s only financial in nature. The choice of the reatment/procedure advlsediconducted by the Hosgital on the
patlent, is based on the srrangamenl betwesn e patlont £ thes Hospitsl. and 18 Tn ho way influénced by Koshiks Foundation. Hence. e Hospital will
aasume sole & complele responslbility of the treatment & its outcome & safety of the patient, and Koshlka Foundation will have no role or responsibility
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