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131 hershy confirm that all detats in ihis Foem 2fe Trug 1o the best of my knowledgs, Any laksa statement will render my Application & nngoing assistance, | any,
fiabla for rejscton/cancelistion. .

2} 1 solamnly confirm that assistance, f recalved trom Koshiks Foundation, wil be used anly forthe “purpose”, as stated In this Form., for which such asglstanca

was requested by me,

431 heraby confirm that | heve not & will not in future, avail of relmburssment, In g o in full, from sy other scurcelemploverinsurance comgiany, of the amount
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1] By affixing my signafure or thumb Imprassion an this Farm, | (Applicant) hereby sgree & authorise Moshiks Foundation and It's Trustses o

uze/publishiput-upiraproduce my nema, sddress, photo & detalls of the "purpoee’, for which such assistance i iequestedigrantad, through any

medium, including bul not imited 1o verbal, print, alectranic, Tor sallgiling donatians for Kostika Foundation andfor disseminating Information about Its

actiliianfachievemants, Such use of my photo & detalls can be made by Koshike Foundation betore or aler'my treatment or fuffiiment of the "purpose”
lor which assiziance s being requesisd

211 (Applicant) further agree that any such use of my name, address, pholo & detsits of the “purpasa”, for which such sssEianc s raquested/aranted,
will fiot autematically enfita me far recalving or continulng the sais sssiatance. The deasion for granting snd/or continuing the assistanoe wil rest solely
with The Trustoes of Koshika Foundetion: snd thair degision is Ihis regard will bo final and accapiabla tome.
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By alfiting hersunder, signature of our Aulhorised Signatory for recommanding this casaipatient for fitancial 2ssistanco from Koshika Foundation, we
(Hospltzl) feraby affitm & accept follawing:

1) that we nslthar are presently norwiil im future avail of (irencial asslatance from another NGO or any other source, for (he seima pelientcass, a5 we are
requesting 1o get from Koshika Foundation. to the extent thet such assistance is granted by Koshiks Foundation. If the requested ssziglance l= nol graniad
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2) The asststance Irem Koshika Foundalion is anly financisl in nalwe. The chalee of the treaiment/procedure advised/eonducted by ihe Hospital on the
palient, ls baced on the srangement batwesn (he pallen! & the Hespital, and lein no way Infiuanced by Koshika Foundation. Hance, the Hospital wil

ssaume sofe & complets responsiblily of the treatrment & {'s oulcome & salaty of ina patlen!. and Keshika Foundation will kave ne role or responsibiiity
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