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1) | hereby confirm thal all details in this Form are True 1o the biest of my knowledge. Any false statement will render my Application & ongoing assistance, if any,
2} | sclemnly confirm that assistance, f recerved from Koshika Foundatian, will be used only for the *purpose”, &5 siated in (his Form, for which such sssistance
wis requesied by ma.

3) | henaby confirm that | have not & will not in future, avail of reimbursement, i part o in full, from any other sourcalemployerinsurance campany, of the amount|
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1) By aflaing my signature of thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and ifs Trustees 1o
usa/publishipit-upireproduce my name, sddress, phota & datall of the "purpose”, for which such assistance I8 requested/granted, through any
medium, incluging but not limited 1o verbal, print, electronkc, for saliciting donations for Koshlka Foundation andfor disseminaling information about it's
acivilesfachiswmments. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fuliment of tha “purposs”
far which sssistances s being nequested. _

2) | (Appiicant) furthes sgree thet any such use of my name, address, photo & datalls of the “purposs”, for which such assistance s requésted/granted,
will not autormatically entitle me for receiving or continuing the sald sssistance. The decision for granting and/or conlinuing the assistance wikl resi solely
with the Trustess of Koshika Foundation. end iheir decision is this regard will be finat and accepiable o me.
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By affiving hereunder, signature of our Authonsed Signatary for recommaending this case/patient for financial assistance from Koshika Foundstion, we
{Hospital) hereby affirm & accept following,

1) that we neither are presently nor will in futore avall of financial assistance from ancther NGO Or any olher source, for the same patientcass, Bs we are
reguabting 1o gal from Keshika Foundation. to the exiont thal such assistance i granted by Keshika Foundation, Il the requesiod assistanca is not granied
by Koshika Foundation, in part or in full, then the Haspital reserves it's right to make up the shortfall from another NGO or any other source. This
canfirmation ssssntially statles that the Hoapital will nal avail any duplicate aesistance for the same pallent/casae from any other NGO or gny othar source
2) The assistance from Koshika Foundation is enly Enancial in nature, The choice of the treatmentprocedure adyisediconducied by the Hospital on the
pationt, i basad on thi arrongement betwaen the patient & the Hospital, and is in no way influenced by Koshika Foundation. Honce, e Hospital will
assume sole & complete responsibility of the treatment & it's culcome & safaty of ihe patient, and Koshlka Foundation will have no role o responsibility
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