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1) | heraby confiem thal all detalls in Mis Form ate True to the best of my knowledge Any filse stalorment will tended iy Application & ongoing sasistance, if any,
il Toe

2} 1 sarlamaly conflim Ml adsistance. I recetved from Koshika Poundation, Wil be used only for fis “purposs”. a8 atated in this Form, for which stch msistanty
was requesied by me.

3} | hereby oonalm that | have nol & will not in future, avall of eembursemest, in pan of o full lom any ol soucs/smployerinsorencs compary, of the smaourn|
for which this gssistance = requested.
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1} By affixng my sighatune or Mumb impression on this Form, | (Apphicant) hereby sgree & authorise Koshiks Foundation and it's Trustees 1o

use/publshiput-upireproduce my name, address, photo & detsils of the "purpese”. Tor which such assistance is requested/granted, through any

medbm, neludng bul not kniled 1o verbal, prnt, electronic, for soleiing donations for Koshika Foundation and/or disseminating information about i's
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By affcng hareunde, signatu of our Authorsod Signatory for recommeanding (hin casa/patan] o ikancinl sssistance from Koshikn Foundation. wa

(Hospital) hereby aftirm & accep! falowing,

1) that we nedter e presantly nor will in futere evail of inancial sseistance from arother NGO of sny olher sourcae, for the same pafent/case, 85 we arg
1o et from Koshlks Feundation, to the sxdent (hat such assistiice (s granied by Koshika Foundatian, If the requested assistance |8 not granted

by Kanhika Foundation, in part ar in full, then the Hospital reserves iUs right to make up the shortfall from enother NGO or any ofher source. This

gonfirmation essantialy states thel the Hospital will nol avall sny duplicate assistance for [he same patienticase from any olher NGO or any olher source,

2) Tha sssistance from Keshika Foundation is only financial in fature. The choice of (he trestmentiprocedure atvisadiconducied by the Hospital on the

patisnl. i bassd on the arrangsmint Detwesn the patient & the Hespital, and is In no way wilienced by Koshika Foundation. Hence, the Hospital will

assumo sole & complole responsibility of the testment & it's sutoome & satety of the pationt. and Koshika Foundation will have no role or responsibllity
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