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1)1 hareby confirm Bl & detads in this Form are True to the boest of my knowledge. Any talse statsmaent will render my Application & ongoing assistance, If any,
liabile for repectioncancelintion,

2] | solemnly confirm that assistance, if recesved from Koshike Foundation, will be usad only for the “purpose”, as statid in this Form, for which such assistancs
wis fequesied by me

31| hersby confirm thal | fave not & will not in future, avail of rembusement, in pant or in fiull, from any other sourca/amployer/insurance company. of the amount
tar whilch this asslstance s reguested
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1) By afiising my signature or thumb impression on this Form, | (Applicant) hereby agroe & authorise Koshika Foundation and i's Trustees io
use/publishiput-upireproduce my name, address. pholo & detalls of the “purpose”, for which such assistance & requestsdigranted, trough army
madium, ingluding tut not limited to werbal, print, electronic, for soliciting donetions for Koshilks Foundation andior dissaminating information about it
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for which assistance s being requested
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will not sutomatically antile me for receiving or continuing the said sssistance. The decision for granting and/or continulng the axslstance will res! sclsly
wilh the Trustees of Koshika Foundalion, and their decision is this regard will be final and scceptabls 1o me
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By affixing hereunder, signature of our Authorised Signaiory for recommending this caga/patent for financial assistance from Koshika Foundatian, we
(Hospital) heroby &ffirm & accopt following:
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by Koshica Foundation, in part or in full, then the Hospital reserves it's night to make up the shartfall from another NGO or any other sourcs, This
confirmation sssantially states that the Hogpital will not avall any duplicate sssistance for the same palient/case from any other NGO or any other sourcs.
2} The assistance from Koshika Foundation is only financial in naturs. The choice of the reatment/procedure advised/tonducied by the Hospéal on tha
patianl, is based on the arangement betwasn the patient & the Hospital, and is In no way influenced by Kashin Foundation. Honce, the Hoapital will
assume sole & complote responsibiity of the treatment & W's outcome & safety of the patlent, and Koshika Foundation will heve no role or responsibility
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