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1} hereby confiem (rat 8 cetads in this Form are True 1o the best of my knowledge. Any false stalement will render my Application & ongoing assistance, If any,
fistile for reppcion/cancelialion

2} | solemnly confirm that asaistance, f received om Koshika Foundation, will be used onty for the “purpose’, 88 slated (n this Form, for which such assistsnce
was mequestad by me

4} | hereby confrm et | have not & will not in future, aval of reimbursement. |n par of in hul, from any cther source/employerfinsurance company. ol the amount
for which this mssistence & reguesated
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1) By affiung my signature or thumb impression on this Form, | {Applhicant) heréby agree & authorise Koshiks Foundalion and It's Trustees 1o
use/publshiput-upliepioduce my neme_ sdtdreds, photo & details of the “purpose’”, for which such assistance is requested/granted, thiough any
medum, includng but not limited te verbal, print, elestronic, for soliciting donations for Koshika Foundation andior disseminating information about it's
actuities/achievements. Such use of my pholo & detalls can be made by Koshika Foundation belore of sfier my trealmaent or fulflimant of the "purpose”
for which assmisnce & being reguesied.
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with the Trasizes of Koshika Feundation, and their dackeion lg thia regard will be fingl and acceplabis 10 me.
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By afinng hemeunder, signature of our Authonsed Signatory for recommentting this case/patseni for financial assistance from Koshika Foundation, we
(Hospital) mersty afirm & accepl following:
1) et we nedther are presently not will in future svall of lnancial assistance from anolher NGO or any other saurce, lof the same palient/cass, s we we
requesting o gt from Koshiks Foundstion, o the extent that such assistancs is granted by Koshika Foundation, If the requestad assistance is not granied
by Koshika Foundation, m part or in full, hen the Hospial reserves II's right to make up the shortfall from another NGO or any other source. This
confirmation essentially states thal the Hospital will not avail any duplicste assistance for the same patient/case from any ofher NGO or any other source
2) The assistance from Koshika Foundation is only financial in nature, The cholce of the eatmentiprocedure advised/conducted by the Hospllal on the
pateni, in hased on the srangament betwesn the patient & the Hospital. and is in no way influenced by Koshika Foundation. Hence, the Hospilal wil

assume sole & complets responsibility of the trestment & it's outcome & sefety of the palient. and Moshiks Foundation will have no role or respansibliily
in tha mathar
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