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1] | hareby confirm that all details in this Form ane Treo 1o the best of my knowledge. Any false staternant will render my Application & ongoing assistance, Il any,
[mble for rejection/cancelation

2 | splemnly confirm thet m;.lstnncn if recanved from Roshisa Foundation, will ba used only for the “purposs’, as stated in this Form, for which such assistance
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3) 1 hareby mtﬁm it | have rval & will not in future, avall of reimbursamant, in par orn full, from any other source/employerfinsurance company, of the amount

for which this assielancs @ mequesiad
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1) By affixing my signature of thumb Impression on ihls Form, | (Applicant) hereby agree & authorise Koshika Foundalian and It's Trustees to
use/pubiish/pul-upireproduce my name, address, photo & details of the “purpase”, for which such assisiance is requestad/graniad, through any
medium, including but not imited to verbal, print, electroniz, for solicifing donations for Koshika Foundation and/or disseminating Information about it's
aciivities/achieverments, Such use ol my pholo & detalls can be made by Koshika Foundation before or after my realment or fuifilment of the “purpose”
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will nat sutomatically entitle me for receiving or cenfinuing the sald assistance, The decision lor granting andlor continulng the assistance will resl solely
with tha Trusteas of Koshika Foundalion, and thair declsion is this regard will be final and accaptabie 1o me.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patiant for financial assistanc Kos
{Hospital) hereby affirm & accapl following:
1) that wa nalthar are pregantly for will (7 future avail of findscisl assistancs from another MGO ar-any other source, for the same patient'casa, 65 we are
raquesting 1o get from Koshika Fourdation, (o the sxient thet such assislanca is grantod by Koshika Foundation. If the requested assistance is not grantad
by Koshika Foundation, in part or in full, then the Hospital reserves IUs right to make up the shortfall from another NGO or any othar source, This
confirmation assantially states thal the Hospital will not avall any duplicate assisiance for the same patienl/case from any othar NGO or any olhar source
2) The assistance from Koshika Foundation is only financial in natura, The cholce of the trestment/procedurs advised/conductad by the Hosoital an the
patient, |& based on the arrangament batwean the patient & the Hospital, and 18 in no way influsnced by Koshiks Foundation, Hance, the Hospital will

au;nm sole & completo responsibility of the treatmant & [{'s outcome & safety of tha patient, and Koshika Foundation will have no role or responsibliity
in Iha mallar,
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