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1) | hareby confirm that sl details In this Form are Trus to the best of my knowledge. Any faise statement will render my Appiication & engoing as
Eable for refection/cancedlation,

2) 1 solemnly eonflim that assistance. If recalvid from Koshika Foundation, will be used only for tha “purpose”, an stated in this Form, for which such

waz requested by ma,

3) | hindaby eonflrm that | havie nol & will not In future, avail of resmbursament, in part o in full, from any otfer source/employesfinsurance company. of the

for which this sssislance is requested.
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1} By affing my signaiure or thumb imprassion on this Form. | (Applicant) hereby agres & suthorlse Koshikn Foundatlon and i's Trusiees 10 .
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will not automaticasy endile me lor recewing of conlinuing (he sald assistance. The declsion for granting and/cr cantinuing the assistance will rest solely
with |he Trustess of Koshika Foundation, and thelr decision |s this regard will be final and accepiable 1o ma.
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By ulfidng herounder, signature of our Authosised Signatory for recommending this casefpatiant for financial essistance from Koshika Foundation, wa
(Hospital] hereby affirm & accapt foliowing: .

1) that we neither sre presently noe will in future avail of inancial essistance from another NGO or any other source. Tor the same palientcase. as we arg
tequessng o gel from Koshika Foundation, io the exlent thal such assisiance |s granied by Koshika Foundation. Il the requested asistance is nol granted
by Keshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from anoihar NGO or any other source. This
conflrmation essentlally stales that the Hospital will not avall any duplicate ssalsience lor he same pallent/case from any olther NGO or any olher source
7) The assistance from Koshika Foundation s only financial in nature. The choice of the trestment/procedure advised/conducted by the Hospital on the
patient, i based on the arrangement betwoen the patlent 8 the Hoapital, and i3 in ne way Influsnced by Koshika Faundation. Hence, the Hospital wil
gEsuma aols & completa responsibility of the reatmant & it's outcome & safety of the patient, and Keshiks Foundation will have no role o responsibility
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