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2} | solemnly confinm that sssistance, if received from Koshika Foundation, will ba used only for the “purpose”, ot stated in this Form. for which such assistarce
was requested by me.

3) | hesroby cordfirm that | have nol & will nat in future, avall of reimbursemant, in part or in full, from any other sourca’employerinsurance company. of the amoun
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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & suthorise Koshila Foundation and I's Trustees io
use/publishiput-upireproduce my name, address, photo & detalls of the “purpose”, for which such aasistance is requesied/granted, through any
mediim, including but not limited o verbal, print, slecironic, Tor soliclling donaticns far Koshika Foundation andior disseminating information about iU
activitles/achisvements. Such use of my pholo & detalls cen be made by Koshika Foundation before or after my treatment or fulfimant of the “purpase”
for which assitance is baing requested.
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will nol automatically enilile me for recelving or conlinuing the sald sssistance. The decision for granting and/or continuing the assistance will resl solaly
with tha Trustees of Koshiks Fouridation. and their decision is this regard will be final and acceptable o me.
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By affixing hemunder, signature of our Authorised Signatary for recommending this casefpalient for financial assistance from Koshika Foundatlon, we
[Hospital) heretry affirm & accept followlng:

1} that we neither are presanily nor will in Ritute nval of financisl sssistance from ancther NGO or any other source, for the same patienticass, as we ane
requesting 1o gat from Koshika Foundation, 1o the extant that such assistance is graniad by Koshika Foundation. If the requesied assistance Is not granted
by Kashika Foundation, in part or in full, then the Hospital reserves its right to make up the shodfall from anather NGO or any other source. This
confirmation essentially states that the Hospital will not avall any duglicats assistance for the same patient/case from any ofher NGO or any olher source,
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asslime sola & complele responaibiiity of the reatment & Ii's outcoma & safety of the patlent, and Koshiks Foundation will have no fole or responsibility
in the matber.
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