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1) | heraty confirm that all getais in this Form are True to the best of my knowledge. Any false stalement will render my Aoplication & ongaing
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2) | solermnly confirm that sssistance, # received krom Koshia Foundation, will be used only for the “purpose”, as stated in this Form, for which such
WaE requested by me.
3) | hereby confirm that | have not & will not in future, avail of reimbursement. in part or in full, from any other source/employerfinsurance company, of the
far which this pssistance |s requesiod.
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1) By affing my signature of thumb impression on this Form, | {Applicant) hereby agree & authorise Koshika Foundation and Il's Truslees lo
usefpublish/pui-upireproducs my name, address, photo & detaits of the "purposa”, for which such assistance |s requestadigranted, through any
medium, including bul not imited to varbad, print, alectronic, for soficiling donations for Koshika Foundalion andlor disseminating information aboul i's
activiliestachkrvements, Such use of my photo & detalls can be made by Koshika Foundation before or after my treatmant o fulfiimant of he “purpose’
far which assistance s being requestad
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By aMixing hersunder, signature of our Authorised Signatory lor recommending this caselpatient for financial assistance from Koshika Foundation, we
[Hospltal) heraby afirm & accopt following:

1) that we nelthar are presently nor will In fulure avall of financial axsistance from encther NGO or any other source, for the same patianticase, as we are
requesting 1o gol lrom Koshika Foundation, 1o the extent thal such assistanca is granted by Koshika Foundalion. |f the requesied assistance is not grantad
by Koshika Foundation, in part or in full, then the Hospltal reserves I's right to make up the shortfall from another NGO or any other source. This
eonfirmation essentislly states that the Hospital will not avail any dupiicele assistance for the same patient/case from any other NGO or any olfwr source
2) Tha assisiance from Koshika Foundation Is anly linancial In nature, The choloe of the trealmenlprocedure advised/conducted by the Hospital on the
palieni, is based on tha srrangement betwean the patient & the Hospltal, and is in no way influenced by Koshika Foundation, Hence, the Hospital will
aesume sala & complete responsiblity of the treatmeni & I's outcome & safety of the patieni, and Koshlks Foundation will have no role or responsibility
in the mattar.
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