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1)1 herehy confirm that all detalls In this Form are True 12 tha best of my knawiodge. Any False slatement will render my Applicatian & ongoing assistanca, IF arry,
liabie for rejecioncancel ation.

2} splemly confirm thal agslstance, i received frem Kashika Foundation, will be used only for the *purpose”, ag stated in this Form, for which such assislands

was requested by me.

)| hereby confirm that | have not & will notin future, avail of relmburseman. i part ar in full, from any gther sourcefemployerinsuranca company, 6f tha amount

for whigh this assistance s requested,
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1) By afflxing my signature ar thumb impression on this Fomm, | {Applicanl) hereby agree & authorise Keshlka Foundation and IU's Trustees to
usaipublishiput-upieeproduce my name, address, photo & details of the “purpasa”, lor which such assistance is requestedigranted, through sny
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wilh The Trusiess of Koshika Foundation, and their decision is thiz regard will be final and secoptable to ma.
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By affixing hersunder, signature of cur Authorlsed Signatory for racommending this casa/patient for fingncial assistance from Koshika Faundation, we
{Hpspital) heraby aflirm & accepl follawing

1] that we neithar are presently nar will in future avail of financia! assistance from enather NGO of any other source, for the same palient'vase, a5 wea are
requesling lo get from Koshika Foundalion, to the exlenl hal such assislance is grantad by Koshika Foundation. If the requested assistance is nol granted
by Koshika Foundation, in par of in full, then the Hospital reserves it's right to make up the skortfall from ancthar NGO o any oiher source. This
confirmalion sssentially states that the Hospital will not avail any duplicale asslstance for Ihe same petienlicase fram any olhar NGO or any ¢lher source
2 The essistance from Koshika Foundation is only fnancial in nalure, The choica ol Ihe Ireatmeniprocedura advisediconductad by the Hospital on the
patien, i# based on tha arrangemant batween the palient & the Hospital, and s In fooway InfAuenced by Koghika Foundaton, Hanca, the Hospital wil
assuma sole & complets respansibility of the ireatmant & IV's outcome & safety of \he paliant, and Koshlke Foundallen will have ne role or responsibility

in the maller.
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