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111 heraby confirm that all dd‘lalls in this Fomn are True to lke besl of my knowladge. Any false slatament will rendar my Application & ongoéng assistance, if any,
liab'e for rojection/cancaation,

23| sobamndy confim thal asdistance, K received $rom Koshika Foundation. will be used only for the "perpose’, as siated in this Form. for which such assislance

was rgquesied by me.

311 hereby confiom thal | have nal & will not in fulure, avail of reimbursamant, in part or i full, from any other sourcelamploverinsurance compeny, of the amaunt

for which ihia assistancs is requesied
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1} By afflxing my signature er thumb Fmprasslon on Ihis Farm, | [Applicanl) heraby agree & sulharlse Koshika Foundation and I1's Trustess to
wsefpubhishiput-upireproduce my name, address, photo & delails of the “purpase”, for which such assistance I roquesledigrenled, threugh any
medium, ingluding bul nol Hmited 1a verbal, prnt, slectronic, for solichlng donalions for Koshlka Foundatian andtor disseminating informalion abaul i's
activities/achivvements. Such use of my photo & delails can be made by Koshika Foundation belora ar after my tresiment or fulfifment of he “purpese”
o which assislance s being requested.
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wiih the Trusises of Koshika Foundatian, and Wheil decizion is this regard will be finel and accaptable to .
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By gflixing hergunder, signature of aur Authorised Signatary for recommending this casefpatiant lor finzncial assistance from Keshika Found ation, we
(Hospital) hesaby afirm & accapl lollowing

1) thal wa neither are presently nor will in future avall of financisl sssistance from another NGO or any other source, for fhe same patienlticase, as we ars
requesting lo get from Koshiks Foundation, 1o the extent that such assistanca is granted by Koshika Foundation. If the requested 23sisiancs is not granied
by Koshike Foundation, In pan o in full, then the Hospital reserves it's right o make up the shorttall from apother NGO or ey other source This
confirmation essentially states thal the Hospital will nol ovedl any duplicale essislance for (he sams patienticase from any other NGO or any other souwrce
2} The essstance from Koshika Foundation is only financial in naluiz. The cholce of tha reaimentprocedure advisedfconducted by the Hospial on e
patient, is besed on the srengement batwean the patient & the Hospital, and s in no way influsnced by Kashika Foundation. Hance, the Hospital will
assume sole & complele responsibiity of the Irsotment & it's outcome & salety of the patien!, and Koshika Foundation will have no role or respongibility

i tha matter.
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