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111 hereby confirm that all delalls in this Fonm are Trus to Ihe besl of my knowledie, Aay false statarnent will render my Application & ongaing assistance. i any,
liahte foar rejeciion'cancellaton.

23 | solemnly confirm that assistance, if racaived from Koshlks Foundation, will be wged only for the "purposa’, a6 slated in this Farm, Tpr which such assistance

was requested by me. .

3} haretry confim that | kawve ned & will nol in fulure, 2rail of reimbursemert, in part or in full, from any other soume/employarinsurance comparny, ol the amount

lcd which this assistance i reguested.
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1) By afiixing my signature of Ihumb impression on this Form, | {Applicant) hereby agres & authorise Koshika Foundation and it's Trestess 1o
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wilh 1he Trustees of Koshika Foundation, and their decisian g this regard will be final and acceptakle o ma
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By aMixing hereunder, signalure of our Autharized Signatory for recommending Ihls case/patient for financial assistance frown Koshika Foundation, we
[Hespital) haraby aflirm & accapl following:

1] that we neithar are presently nar will in future avall of inancial gssistance Irom another NGO or any other seurcs, for the same patienticase, as we are
requesiing 1o get from Koshika Foundalien, to the axtent that such assistance is granted by Koshika Foundalion, If the requested assistance i% nat granied
by Koshika Foundation, in paf of in full, then the Hospital reserves iUe right lo make Up the shortfall from anothar NGO or any ather source. This
confirmation essantially states that the Hospital will not avall any dupllcats assistance lor the same patienticass from any other MWG0 ar any olher source
#y The assistance hom Koshika Foundation is onfy financial in nature. The choics of the treatmentprocedure advisediconducted by the Haspital on the
palient, is based on the arrangement between the patlent & the Huesphal, and 13 in no way influenced by Koshika Foundation. Harica, the Hospital will
assuma sole & complete respansibility of the treatment & it's evtcoms & sefety of tha patien, and Koshika Foundalion will have ne role o responsibilily

in the mallar.
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