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1) | hereby confitmn that all details in this Form are True to the besl of my knowledga. Any false statement will render my Apphcation & ongaing assistance, if any,
liable hor rejectionfcanceallaticn.

21 | salemnly confirm inet asslslards, i received from Koshika Foundatlon, wil be uged only for e “purpose”, Bs stated in this Form, lor which such asslstanca

was reguesiad by me.

33 | hereby confirm that | have nal & will not In fuiure, avail of reimbursemant, in pad or in full, from any other sourcedemplayerfinsurance company, of the amount

for which this assisiance is requested,
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1} By affixing my signature of thumb impresslan an this Fomm, | {Applicant) hetaky agres & authorise Koshiks Foaundatlon and iU's Trustees o
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will ngl aulamaticatly enlitle me for raceiving or continuing the said assistance. The decigion for graniing andfor camilinulng the assislance will resl solely
with the Trustees of Koshika Foundatlon, snd their declsion Is this regard will be fmal and acceplabla to me.
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By affiwing hereunder, signature of our Authorised Signatory fov recommending this casetpationt for financial essislance from Keshika Foundation, we
[Hospital) hereby affirm & sccapt following:

1} that we nefiher are presently nor will in future avall of financial sssistance from another NGO or any other source, for the same pafienl'case, 38 We ane
requesing 1o got from Koshika Foundation, 1o the extent that such assisiance ks granted by Koshika Foundalion. If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reseryes it's right to make up the shortfall from another NGO of any ofher source Thes
corflrmation essantially stales that the Hospital will not avell any duplicats assistance for the same patieni/case from any othet NGO or any other source.
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patiant, Is based on the srmngement batwean the patient & the Hospital, and Is in no way influenced by Koshiks Foundation, Hence, the Hospital wil
aEpaume soie & complete responsibiity of the treatmant & it's outcome & safety of the patient, and Koshika Eoundation will have no rele or responsi bility

In the matter.
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