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1) | hereby confirm (hat ail detalls in this Form are True to he best of my knowiedge. Any false statement will render my Applicafion & ongoing assistznce, If any,
limble for rejechon/cancellation,

2) | salemnly confirm that assistence, I recaived fram Koshika Foundation, will be used anly for the *purpose”, as stated In this Form, for which such assistance

was requesied by me.

3) | hereby confirm (hat | kave not & will nol in future, avail of reembursement, in pa or in full, from any other sowesfamploverinsurance company, of the amount

for which this assistance = requestad
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1) By affiming my signature or thumb impresséon on this Form, | (Applicant) hereby agree & suthonse Koshika Foundation and it's Trustees o

use/publishpul-upireproduce my name, address, pholo & detalls of the “purposa”, for which such assistance Is requested/granted, through any

medium, inchuding but not limited 1o verbal, print, electronio, for solicitig donations for Koshika Foundation and/or disseminating information sbout il's

aotiviies/achisvaments. Such uss of my pholo & detalls can be made by Koshiks Foundation before or after my treatment or fulfilment of the “purpose”
for which assisiance fs being requesied.
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will ot automaticatly entitie ma for receiving or continuing the sald assistance. The decision for granting andlor continuing the assisiance will rest solaly
with the Trustees of Koshika Foundation, and thelr decigion |s this regard will be final and acceptable lo me.
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By affixing hereundar, signature of our Authorised Signatoey for recomrmmending Lhis cassfpatient for linancial essistance from Knshika Foundsfion, we
{Haspital) herely affirm & accept fallowing:

1) thet we naither are presently nor will in future avail of financial assistence from another NGO or any other source, lor the sama palfent’case, B we g
requesting to get from Koshika Foundation, fo the extent that such azsistance is granted by Koshika Foundation. If the requested asststanoe is nol grantad
by Koshika Foundation, in part ar in full, then the Hospital resarves it's right to maka up the shartfsll from another NGO or any other source. This
confirmetion essentlally states that the Hospital will not avell any duplicate assistance for the same patient/case from any other NGO or any other source
2} The assistance from Koshika Foundation s anly financtal in nature, The choice of the treatment/procedurs sdvisediconducted by (he Hospital on (he
patiant, ls basad on [hi arrangemant betwean the patlant & the Hospital, and |s in no way influenced by Koshika Foundation. Hanes, the Hospital will
passuma sola & complete responmibility of the treatment & it's outcome & safety of the patient, end Koshika Foundation will have no rle of responsibility
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