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1} | hereby canfirm that all details in this Farm are True o tha best of my knewledge, Any false statsment will render my Application & angoing sssistance; i any,
kable for rejectionicancaliption.

2} | salemnly confirm that sssistance, f recelved from Keshika Foundation, wil be used enly for the “purposs”, as stated in this Fomm, for which such assisiance
waEs raquested by me.

3} | heveby canfirn (Rat | have not & will nat in future, avall of reimbuarsement, in part o in b, from any other sourcalemployedinsurance company, of the amount
for which this assistance i requested.
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1) By-affixing-my signeture or thumb Impresslon on this Form, | (Applleant) hereby agree & aulnonse Kashika Foundation and it's Trustess in

uselpublishiput-up/reproduce my name. address, photo & deialis of the “purpase’, for which such assistance is requesiodigranted, thraugh any

mecium, Including bul nol limited to verbal, print, electronlc, for soliching dorations for Koshika Foundation andior disseminating information about it's

aclivilies/achizvamenis. Such uss ol my phot & details can be made by Koshika Foundation belore or after my treatmant or fulfiment of the ‘purposa”
for whicn assistance s being requaested.

2} | (Applicant) lurthar sgree thal any such use of my name, adoress, pholo & details of the “purpose”, for which such assistance is requastedigranted,
will noi automaically entitle ma for receiving or continuing the =aid assivtance. The decision fir granting andior confinuing the assisiznce will rest solely
with tha Trustees of Koshike Foundation, and heir decision jo this regard will bs fing! and accaptabie o me.
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By affixing hereundes, signsture of our Aulharsed Signatary for recommending this case/patiant for financtal sesistance from Koshika Foundation, we
{Hospital) hereby sffirm & accept following:

1) Vol wa neither are presently nor will In future avail of financial assistance from anather NGO or any ofher source, for the sams patient'case, as we are
requesting to gel from Kashika Foundation, to the silent thal such acsistance |s granted by Koshika Foundation. If the requested sssistance s not grantad
by Koshika Foundalion, [m parl ar in full, (hen the Hospital reserves IUs dght to make up the shortfall from angiher NGO or any othor saurcs, This
confirmslion essantially states that the Hoepitel will not-avall smy duplizat sssistance for the same patiantioasa from any offer NGO or any ather source.
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patient, s based on the arangament bstween fhe patlent & the Hoopilal, and & In ma way influsnead by Koshika Foundation. Hanoa, the Hospital will

ageums sofe & complete respansibilily of the treatment & H's outcoms & safely of the patiant, and Koshika Foundation witl bave no rols or responsibiity
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