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1 | hereby Gonfinn that 21l details in this Form are True te the best of my knowledge. Any false statemant will rendr ity Applicafion & angoing
lizhle Tor rejection!cancedialian.

2} | salemndy canfirm that assistance, f reeslved fram Faoshika Foundation, will bie used orly o the "purpose”, oé stasted in thie Farm, forwhich such
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3] | nerabiy confirm ihat | as not & will not In future, avail af rmburssment, in part or in full, from any ofher soutcalemnployerinsurance eompany, of the

far which this assistonce s requested.
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13 By affixing my signaiurs or Ihumb impression on this Fom, | {Applicant] hereby agree & authorise Koshika Foundation and it's Trustess to
use/publishipul-up'repreduce my name, address; photo & dalsiis of the “purpose’. tor which such assistance s requested/granted, Ihrough any
medium. incluging oul nel limited 1o verbal, print, #lattanis, for-soliciling donatons for Koshika Foundaticn andior disseninating information sbaut (s
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By alfixng heroundar, signature of eur Althorlzad Signatory for recommending this casedpatient for financial assistance from Koshika Faundation, we
(Huspital) hereby affirm & accept fnllowing,

1) thal we neithar are presently nar will in future avail of financlal assistance from another NGO or any offner source, for the same pationticase, 85 we are
requesling fo get from Koshika Foundation, to the exant that such assistance.is granted by Kashiks Foundation, 1| the mqueslsd assistance ie not grantad
by Koshiks Foumndation, in part or in full, then the Hospital reserees s tlaht o make up the shorifall from spothier NGO or any cther saurce. This
confimmaticn essantially slates that the Hespilal will not avall any duplicats sssistance for the same patient/case from amy ather NGO or any ather solrce.
Z) The azdistanoe from Kaoshika Eoundation s cnly financial in nalure Thie chales of the ireatment/procedure advisediconductad by the Hozpital on (me
patient, s basad an the arangement batween the prtient & the Haspital, and is in no way infienced by Koshiks Foundalian. Hencs. the Hoagital will
asiume sole & compiete responaiblity of the reatment & Vs culcoms & safely of tho patient, and Koshika Foundation will have no role ar ragnonsibdity
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