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11 | hereby confinm fhat af detalls in this Fomm are True 1o the best of my knowledge, Any felse statement will render my Appllication & ongoing assistance, if any,
liabia for rejection/cancelition.

2} | splemnty confinm that assistance, If recaived from Koshiks Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance
was requesied by me.

3) | hareby confiren that | have mot & will notin future, avail of reimbursarment, i part or in (ull, from any other sourcefemployerfinsurence company, of the irnwnlr
for which this assistance g requested
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1) By affixing my signature or thumb Impression on this Form, | (Applicant) hareby agree & authorise Koshika Foundation and I's Trusiees 1o
usa/publishiput-up/reproduce my name, sddress, pholo & details of the “purposa”, for which such assistance s requested/granted, through any
medium, Inchuding but not imited to vertal, print, electroniz, Tor soliciting donations for Koshika Foundation andior disseminating information about It's

acthitlestachievemants. Such use of my pholo & detalls can be made by Koshika Foundation belors o after my treatmant o fufilment of the “purpose”
for which assistance is baing reguested

2 | {Applicant] further agree that any such use of my name, address, photo & details of the *purpose”, for which such assistance is requestedigranied,
will not sutemalically entitis me for receiving of conlinuing the said sssistance. The decision for granting and'or continiuing the essistance will rest soisly
with the Trustees of Koshika Foundation, and thair declsion is this regerd will ba finaland acoeptable to me.
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By affiming hersunder, signature of our Aulhorised Signalory for recommanding this casa'patient for financial azsistance from Keshika Foundation, we
(Hospited) hereby affirm & sccept following:
1) that we nelther are presently not will in future avall of fingncial sssistance from angiher NGO or any other source, for the same pallent/case, as we ore

ta et from Koshika Foundation, to the extent thal such assistance is granted by Koshika Foundation. If the reguesisd assistance is not grantad
bry Kashika Foundation, in par or in fall, then the Hospital reserves iUs right o make up the shortfall from another NGO or any ather source, This
confirmation essantiafly states that the Hospital will not avall any duplicats zesistance for the same patisnt/cass from any other NGO or any othar source:
2] The assistance fram Koshika Foundation is only financial in nature, The choioe of the treatment/procedure advisediconducted by the Hospital on the
patient, |& based on the srmangement between (he patlent & the Hospital, ard is in no way influenced by Koshike Foundation, Henca, the Hospital will
assume sole & complate responsibility of the treatmant & it's oulcome & safety of the palient, and Koshika Foundatlon will have no role or respansibility
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