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1] | hergty confirm thal all datails in this Form are True to the best of my krewledge, Any falss statement will rander my Application & gnging assistance. if any,
liable for rejectionfcancallation.

211 splemnly confiem ihet asslslance, if recaived from Koshika Fourdabon, will be used onty for the “purpose”, a3 slated in thls Form, for which such asslslance

was requeasied by me,

) | hersby confirm dhat | have: nel & will not in future, avail of reimbursement, [n part or in Rall, frem any odher sourcefemployarfinsurance campary, of the smeaunt

for which this assislance is requested.
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1} By affixing my signature or thumb impression on this Form, | {&pplicanl) keraby agree & aulhorise Keshika Foundation and il's Trusleas lo
useipublish'put-upfreproduce my name, address. pholo & detads of the “purpose”, Tor which such assistance is requestadigranted, through any
medium, including but nal imited o verbal. prinl, electronic, for sallcliing donaligns for Koshika Foundalien andfor disseminaling informailen about it's
aclivities/achisvements, Such use of iy pholo & detalls can be made by Koshika Faundation belore or aflar my treatment ar fullilment of the "purpase’
far which assistance is being requestad.

27 1 {Aapplicant) further agree Ihat any such use of my nams, address, phots & delalls of the “purpese”, Tor which such sssislanca is requasiedigranied,
will nol aulamaticaily entitle ma for receiving or centinuing the said assistanca. The dacision let granting andior continuing the assistance will rest solely
with the Trusieas of Koshika Foundation, and their decizion is this regerd wlll ba final and scceptabla to ma.
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By atfixing hersunter, signalure of our Autherised Signatory for recommanding this case/patient for financial assislance from Koshika Foundation, we
{Hospital) heraby affirrm & acoepl following:

1) thit we nmither are presentty nor will in future avall of financial assistance from anciher NGO or any other sourcs, for the same patienl'case, 85 we arg
requasling to gol from Koshika Foundalion, to the exten) thal such assistsnce is granted by Koshika Faundation, If the requested asalstance is nol granted
by Koshika Foundation, in pan or bn full, than the Hospltal reserves I1's right to make up the shortfall from ancther NGO or any other source, This
confirmation essentially states ihal the Hospital will not avall any duplicete assistence for the same patlenticess from oy ether WGO ar any othar aourca,
2| The mssistance from Koshika Foundation is only financial in nature. The choice of the reatmentiprocedura advisedfconducted by Ihe Hosplal on the
patiant, s based on the arrangerment betweer the patiend & the Hospital, and & in no way influsnced by Koshika Foundation. Hance, the Hospital will

ms:m sole & compiats responsbiity of the trestment & I1's outcorme & salety of the patient, and Koshtka Foundalon will have no rale o responsibility
ir the mattar.
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