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TH neragy confirm et all defails in this Fom are True o e best of my knowledge. Ay false statement will render my Application & bngaing assistance”
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2] | sabemndy confirm fhat assistence, if recewved from Koshika Foundation, will be ugad enly for the “purpase’, as stated in this Fanr, far which such ASSEINOG
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3] I'nereby confirm that | fave nol & will nol infuture. avanl of rembursament, in part or in full, from any ather solrcelemployerinsurance company, of the amaount
for which Ihis assistanes |8 reguisied.
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11 By afiixing my signature er thurmb impression on this Form, | {Applicant) hereby agree & authorise Koshika Foundation and It's Trugises 1o
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with Ihe Trustees of Koshika Foundation, and their decision is this regard will be final snd sooeptable o me.
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cofifirmation essentially states that the Hospital will not avall any duplicete sssisiance for the same palienticasa from any oiher NGO or any othaer source.
2] The assistance from Koshika Foundation is only financial In nature. The choice of ihe treatment/procedure advisedinonductad by the Hosgltal on fhe
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assume sdlo & samplate respanafbilily of the reatment & Ifs outoome & safety of the patient, and Koshika Foundstion wiil have no roe or responslbility
irn the matter
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