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T} | hereby confirm that all detalls in this Form are True to the besl of my knowledge, Any false statement will render my Application & ongoing assistance, i any,
lmable for rajaction/cancelbation

2} | satemnly cenfirm that assisiznce, If racelved from Koshika Foundation, will be used anly for the "purpose”, as stated In this Farm, for which such asslstance

was reguestad by ma.

3) | hersby confimm that | Rave not & will not in fulure, avall of relmbursement, in part or in full, from any othar sourcafemployarinsurance company, of the amount
for which this assistance i3 requested.
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1) By affixing my signature or thumb impression on ixis Form, | (Appiicant) horaby agres & suthorise Koghika Foundatian 2nd IU's Trusizes ta
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wih the Trusless of Koshilka Foundation, and their decision is this regard will be final and ecceplable to me.
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By affixing hateunder, signatura of our Authorised Signatory lor recommending this case/pallent for financlal assistanca from Kashika
{Hospital] hereby affirm & sccept fliowing: )

1) that we neilher are presantly nar will In future avall of financlal assistance from anoiher NGO or nny ather source, for the same patisnticese, as we are
requesting to get from Koshika Foundstion, to ihe extent that such assistance is granted by Koshika Foundation, If the raquesied assisiance is not grantad
by Koshiks Faundation, in part orin full, then the Hospital reserves ['s fght to make up the shorfall from another NGO or any other source. This
confirmatian essantially statea that the Hospital will not svail any duplicate assistance for ihe-game patisnticzse from any other NGO o any athar source,
Z) The assistance fram Keshika Foundation is only financtal in nalure. The cholee of the irsatmeant/procedure advised/éondugted by e Hosplial on he
patient, is baget un the arrangement between the patlent & the Hespital, 2nd Is in no way influancad by Koehiks Foundation. Hence: the Hoapital wil

agsume soie & complete responsibilily of tha trestment & I1'e oulcoma & safsty of the pefient, and Koshika Faundation will have na role of respansliity
i the matter
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