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1) | heeby condiem that 8l delails in this Form are True (o the best of my knowledge. Any false stalement will render my Application & ongaing assistance, if any,
llabile for rejsctionlcencelistion

z}-mm,mmm. I recelved from Hoshika Foundation, will be used only for the “purpose”, a siated in this Form, for which such assistance
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3) | hereby confirm that | have net & will nat in future, avall of reémbursemant, In part o in full, from any other sourcelamployerfinsurance company, of the amount
for which this assistanoe & requesiad.
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1) By affixing my signature or thumb impression on this Form, | (Applicant) hareby agree & authorise Koshiks Foundation and it's Trustess o
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By affizing hereunder, signaturs of out Authorised Signetory for recommending this case/patient for financlal assistance from Koshika Foundation, we
(Haspital) hereby affirm & accept folliowing:
1] that we nelther are presently nor will in future avall of financial assistance from another NGO or any other source, for the same patienl/cass, ag we are
reuesting to gal from Koshika Foundation, to ihe extent that such assistance s granied by Koshika Foundation, If the requested essistence is nol granted
by Koshika Foundation, in part or in full, then fhe Hosplial reserves it's rdght 1o make up the shortfall from another NGO or any other source, This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patieni/cass from any other NGO or any othar source.
2) The assistance from Koshika Foundation is only financial In nature. The choloe of the ireatment/procedure advised/canducted by the Hosplial on the
patient, in based on tha arengement batwean the patient & the Hoaplial, and is in no way influanced by Koshike Foundation. Hance, tha Hospital will

assume sola & complate responsiblity of the freatmant & I's outcome & safety of the petient, and Koshiks Foundation will have no role or responsibility
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