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T bty cotifiem Bhat &l detmils in this Farm are Trie @ the best of my knowledoes. Any false statoment will render my Applicalion & angolng aesistants, i any,
lisbie for rejedtion/canceliation

2) | sederntily confirm that assmiatics, I recelved from Koshika Foundation, will be used only for the “purpose”, as stated in this Farm, for which such assistance
was requeslod by me

3] | heroby confirm that | fava not & will not m faturs, avanl of reimbursement, in part ar i full, from any diher source/employerineurance comparny, of the amount
tor which this nesistance s requested
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1] By athmng my signature of thumb impression on this Faem, | (Applicant) heraby sgres & authorise Koshika Foundation and il's Trustees 1o

sl publishput-upreprodiuce my name, address, pholo & details of thi “purpese”, Tor which such assistance s requested/granted, through any
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with the Truptess of Koshika Foundation, aad Iheir decision s this regard will be final and accaptable to me:
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By affimng nenounder, sgnature of our Aulhonsad Signatary Tor ecommanding this case/patient for financial assistance from Koshika Foundation, we
(Honpitnl | hersby aftirm & &ocept ollawing,

1] thpt we nenther ora prasently nor will in future aval of inancial pssistance from snother NGO or any oihar source, for thie same patientcase, as we are
requesting 1o gol from Koshika Foundation, (o the exten) that such assistance is granted by Koshika Foundation, Il the requasied assistance i not granizd
ty Kotk Foundation, in par or in full, then fhe Hospitol reserves (U right to maks up he shordfall from enother NGO or any other source. This
confirmation sssentially stales thal the Hospltal will not avall any duplicate sssistance for Ihe same patlent/case from any olher NGO o any other source,
2] The assintance (rom Koshika Foundalion s anly firgncial in sature. The choice of the treatmentfprocedure agvisadiconductod by the Hospital an the
pntigtt, is basst on the arangsmen) betwonn the patient & the Hospll, snd |8 in no way influsnced by Koghiks Foundation. Hence, the Hospital wil
assurme wolo & compiste responsibility of the treatmeant & it's outcome & safety of the patient. and Koshika Foundation will have no role or responsibility
in the maltas
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