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13 | hereby confirm Thet all details in this Form are True to the besl of my knowlsdge. Any falss stalemenl will render my Applicalion & ongalng agsislance, o any,
lizble o rejectionicancellalen.

23 | sglemnly confirm that assislance. if received nom Koshika Foundation, will be used only for he “purpose”, & stated in this Form, tor which such assistance

was requesied by me.

3} | hereby confimn that | have nol & will not in fulure, avail of reimbursement, In par of in ful, from any other seurcefemployerfinsurance compeny, of the amawnt

for which this assistance is requested,
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1} By affiving my slgnature or thumb Impression on this Form, | {Applicant) heraby sgree & aulthoriza Koshika Foundation and i's Trustaas to
usefpublishiput-upireproduca my name, address, photo & delalls of the "purpoze”, for which such assistanca is requestedigranied, through any
medium, incluging but nat limited 1o verbal, prinl, slectranis, far soliciting donations for Keshlks Foundatlon andfor dissemineting information shoul it's
activities/achievamanis, Such uze of my phole & details can be made by Koshlka Foundation before or afier my treatment or fulftment af the *purpose”
for which assislance is being requested.

23 | {appticants further agree that any such use of my name, address, photo & details of the "purpose”, fur which such assislance is requested/granted,
wiil nol automatically eatifle ma for receiving or conlinuing the sakd asslstance. The decision for granling and/ar continuing the aesistance will rest sulaly
with ihe Trustees of Keashika Foundation, and their dacision 15 this regard will be final and aucapiaida 1o ma.
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By affixing hereunder, signature of aur Aulhorised Signalary for recommending this casefpatien| lor firancial assistance Jrpm Koshika Foundation, we
[Hospilal) hereby afffrm & accept followlng:

1} thal wa neithar are presently nov will in luture gvall of financial essistance from another NGO or any other source, for Ihe same palienticase, as wa are
requesting 1o got from Koshika Foundation, 1o the axent thal such assistance is granied by Koshika Foundation. If ihe requested aseistance is nol granted
by Koshika Foundation, in part or in full, then the Hospital reserves i's right to make up the shortfall from another NG or any siher ource. This
confirmation sasentially siates thal the Hospital will not avall any duplicate assistance for the same patient/cese from any other MGZO or any olher source.
21 The essstance Irom Koshika Foundation is only financial in mature. The cholca of the Ireatmanl/procedure advisedfconducted by the Haspital on the
patant, is based on ihe arrangemant betwean the patient & the Hospital, and is In no way Inflvenced by Koshike Foundatkon. Hence, the Hospilal will
sssumo sole & complete responsibility of the trestmant & if's outcome & safety of the patient, and Koshika Foundation will hava na role or responsibility
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