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) | hereby condiem that 8l detads in this Form are True 1o the best of my knowledge. Any false statement will render my Application & ongelng asststance, If any,
lizzble for retection/cancellation.

2) | solemnly confirm that sssistance, if received from Koshika Foundatien, will be used only for the “purpose”, as stated in this Form, for which such assistance
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3) | horeby condirm that | have nol & will not in fulure, avall of reimbursament, in garl or i lull, from any ather sourcalemployerinsurance company, of the amaunt
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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby sgres & authoriss Koshika Foundation and it's Tristeos to

usa/publishiput-upireproduce my name, address, pholo & detalls of the "purpose”, for which such assistance is requestedigranied, through any
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for which assisiance i4 belng requested,
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will mot automotically entitie me for receiving or continuing the said assistanca. The dacigion for granting andfar continuing the assisiancs will rest solaly
wilh ihe Trusiees of Koshlka Foundation, and their decision Is inis regard will be linal and acceplable Lo me,
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By affixing hereunder, signature of our Authonised Signalory for recommmending this case/pallent for linancial assistance from Koshika Foundalion, we
[Hospital) hersby offirm & accept mllowing;

1] thial we neither sre presantly aof will in fulure svall of fnancial assistance from ancther NGO or any other soudce, for the same patient/case, a8 we are
reguasting to gel from Koshika Foundation, 1o the oxdent tha! such assistance ts granied by Koshika Foundation, If the requestod assistanos 5 nal grantsd
by Koshika Foundation, In parl or in full, then the Hospital reserves It's righl to maka up the shortfall from another NGO or any ofher source. This
confirmation essentially states (hat tha Hospital will not avail any duplicaie assistanos for (he same palisnticess from any other NGO of any othar souroe.
2] Thie pasitance from Kashika Foundatlan 1= only fnancial in naturs. Tho chodes of the Uealmenl/procedure advised/conducted by (he Haspital an tha
pattent. ia based on the arangement between the patlent & the Hospital, and 19 in no way Influenced by Koshika Foundation, Hence, the Hospital will
sssume soie & complete responsibility of tha treatment & il's outcoma & safety of the patient, and Koshike Foundation will have no rmole or respansibifity

m the matier.
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