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1)1 herety confirm that sl details in this Form are True 1o the best of my knowlesge. Any false statemant will randat my Agppiicetion & ongaing assistance, Il any,
Ilebia for rejectiorcancaliation.

21 | solemnly contirm that assistance, i received from Kostlka Foundation, will be used only for the “purpdse’, a3 stated |n this Fonm, far which such aesistance
wak fequested by me.

3} | neraoy conliom et | have not & will nol in future, avell of rembursement, in part of in full, fram any ether sourcelemployarinsurance company, of the amaust
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1} By affining my signature or thumb Imgression on fhis Farm, | {Applicant) hersby sgree & authorise Koshika Foundatlion and I1's Trusteas to

wse/publizhipul-upirepreduce my nama, address, photo & delais ol he “purpess’, for which such-assiclance is raquestadigrantad, through any
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By affiing hereunder, signature of our Aulhorised Signatory for recommanding this case/patient for finarcial assstance from Koshika Faundallon, we
iHospital) hereby affirm & accept following:

1) that we nellier s peasently nos will in future svail of financial assistance from ancthor NGO or any alhar sourca, for fhe same pallant/casa, =& we are
reguesiing to gel from Koshika Foundation, to the eklant that such assistance is granted by Kashika Foundation, | the roquesied assistancs IS not granted
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patlent, i based on the arsngsment betwesn the patiant & thi Hosplial, and ks in no way inflencad by Koshika Foundation. Hence, the Hospital will
gesume sole & complete responsibillly of the treatment & its oucome & safaty of tha patient, 2nd Kn_rshlkn Foundstion will have no mle of fesponsibiity
in the matier )
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