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ﬂmbzmmuuﬂhm Form are True 10 (he best of my knowlodge. Any lalse statement will render my Application & ongoing assistance, If any,
repactionicancealion.

2) | solpmnly confirm that assistance, ¥ moehved from Koshiks Foundation. will be used only for the “purpose”, as staled in this Form. for whith such assistance
waa requested by me

3) I heratry condirm that | nave not & will not in future, avail of remburtement, in part or in full, from any other source/omployerinsurance company, of the armoun
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By affixing hereunder, signature of our Authorised Signatory for recommending this caselpatient for Bnancial assistance from Koshiva Foundation, we
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1) that we neithar are presanily nor will in future avall of financial assistance from another NGO or any other source, for the same palientcase. as we are
requasting 1o gel from Koshika Foundabion, 1o the exian! thal such sssistance is granted by Koshika Foundation. |f the requested asskstance is nol granted
by Koshika Foundafion, in par or in full, then the Hospital ressrves it's right 1o make up the shortfall from another NGO or any other source. This
confirmation sssantially stales thatl the Hospitsl will niol avall any duplicale ssststance for the tame patlenticase from arny other NGO or any ofher source
2} The assistance from Hoshika Foundation is only fnancial in nature. The choice of the reatmenlUprocedure advised/conducted by the Hospital on the
patient, in based on he srangament betwoon the patiant & the Hoapital, and is in no way influenced by Koshika Foundation. Hance, the Hospital will

assume sole & compiste responsibility of the treatmeant & it's cutcome & safety of the patient, and Koshika Foundation will have no role or responsiility
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