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1) | haraby confirm et all details i this Form are Trua to the besl of my knowledge. Any lalze statemenl will rander my Application & ongaing assistance, if any,
ligkla for rejecliondcanceltalbon.

21 | salemnly canfrm Ihat assistance, If received from Kashika Foundstion, will be used only for tha "purpose’, Bs slated In this Farm, ler whigh such agsizlance

was requesied by ma,

3 | heraby confirm that | hews nol & will not in future, avall of reimbursement, In part or in ull, frarm any cther sowrcatempleyerinsurance company. of the amaunl

for which this assistance iz requestad.
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1} By afining my signalure of Ihumb Impressicn on this Farm, | {Applicani) harsby agree & aulhordze Koshika Foundatien and it's Trusleess 1o
yselpublishfpul-upfrepraduce my name, addrsss, pholo & detzils of the *purpose”, for which such assislancs i3 requestedigranted. Ihreugh any
rmadiem, including but nat imited te werbal, print, elecironic, for sabliciting donatians lar Kashlka Foundation andior digseminating infarmaticn about it's
acliviliesiachlevaments. Such use of my photo & detalls can be made by Kushika Foundation befars or afier my freatment or fulfiiment of the Jpurpasa”
for which asslstance is being raguested.

2} | tApplicant) further agree thal any such use of my name, address, phola & detalls of the “purpase”, for which such assislance is requestadigranied,
will ot automalically entltle me lor receiving or ¢ontinuing the said assistanca. The degision for granling sndfor cantinuing the assigtance will rast solely
with Ihe Trustaes of Kashika Foundation, gand their decision is Ihis regard will be final and acceptable o ma
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By affixing hergunder, signatura of our Aulhorised Signatory for recomménding Lhis case/palient for inancial assistanca from Kaoshika Foundalion, we
(Hospital) hereby affirm & accepd follcwing:

1) thatl wir nelther are presently nor will in ulure avall of financial assisiance from another NGO o any other source, for the same patient/'case, a5 we onw
requesiing to et from Koshika Foundation, lo the extent that such assistance i granied by Koshika Foundation, If the requesied assistance is not granted
by Koshika Foundation, in par or in full, then the Hospital reseras if's right to make up the shortfall from another NGL or any oher soufce This
confirmation essentially siates thal the Hespital will not avaell any duplicals assistance for the same patienticase from ary other NGO or any olher source
21 The assisiance from Koshika Foundation |5 ondy financisl in nature. The chalce ol the reatmentiprocedure pdvisedioonduciad by the Hospital on the
patient, Is based on the arangeament batwean the patisnt & he Hospital, and is In no way imfuenced by Koshika Foundation, Hence, the Hospial will
pssume sola & complets responsibility of the trentment & if's culcome & safety of the patiant, and Koshika Foundation will have no role or responsibilily
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