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11| herghy eonfinm thal all details in this Form are Trug to the besl of my knowledge. Any false statement will render my Apphication & ungeing assistance, if any,
liabda for rejecticn/cancelialion,

211 soleminly confirm Ihat assistance, if receivied from Koshika Foundatlan, will be used only for Ihe *pupose”, as stated in this Femn, for which such ASistany
was refquasted by me,

3} | hereby confirm hat | heve nal & will not in future, avaik of reimbursement, in pert or in full, from any other sourceremployerfinsurance company. of the amounl
far which this asslslanca i requested.
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1) By alfixing my signature or thurmb imprassion an this Form, | Lapplicant] hereby agrea & aulhorise Kashika Foundalion and if's Trustass to
usalputtlishipul-upireproduce rny name, address, phote & dstallz ol he "purposa”, for which such asslstance is requestedigranted, thiowgh any

medium. ingluding tul nol imiled 1o verbal, print, alectranic, for soliciting donations for Keshika Foundation andfor disseminating infarmation atout it's

aclivilizsachlevements, Sush use of my pholy & details can be made by Koshika Foundation before or after my reatment or fultitment of fhe “purpose”
for which azsiztanca is baing requesied

Iy | (Applicant furlher agree that any suth uge of my name, addrese, pholo & detalls of the “purpose”, for which such assistance is raquaslad/pranied,
will not autometically entifle me for recaiving or continuing the said assislance, Tha declsion for granting andior continuing the assistance will real solely
with the Trusleas of Koshika Faundation, and their decislon ks thls regard will be final and accepteble 10 me.
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By affining hereundsr, signalure of our Authorised Signatory for recummending this cesetpatiant lor financial assistance from Koshika Foundation, we
{Haosptal) hereby atirm & accept following

1} that we neither are presently nar will in futura avail of financial assistance from another NGO of any other spurce, for the same patient/cese, 35 we are
requesting lo get from Koshika Foundauon, to Ihe extont thal such assislance is granted by Koshika Foundation. Il he requested assistance i not granled
by Koshika Foundation, in part or in full, then the Hospligh reserves il's rght to make up the shanlall from another NGO or any other source, This
corbemation essenlially states thal the Hospital will not avail any duplicate aasistance for the same patisnt/case Trom any olher WECH oF any other source
2} The assistance from Koshika Foundaton is only fimancial it nature. The cheice of the treatment/procedure advisediconducted by the Hospital on the
pallent, is based an the arangemenl berween Ihe patienl & the Hoepital, and i5 10 o way influenced by Koshika Foundation, Hence, Iha Hospital will
aszume sule & complele responsibility of the treatmer & it's oulcome & safaty of the pationt, and Koshika Foundatlon will hava na role or respansibitily
ir1 the matter.
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