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1} ] herely confirm thal all detalls In Ihis Form are True b the best of my knowledge. Any talse staloment will rendar my Application & pngoing assistancn, il any,
liahlg for refectionfcancellation.

2] | splemnly confimm that assislenca, I racalved From Koshike Foundation, will be used ontfy lor the “purpose”, as staled in this Form, for which such assistanca

was requested by me.

311 heretyy canfimm thal | have nol & wall not in future, avail of reimbursament, In part o in full, frgen any olher sourcedamployerfinsurance company, of the amount

for which this asskstance is requested.
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1) By afflxing my sigrature or thumb Imprassian an this Foom. | {Applicant) hereby agree & autharlse Koshika Foundatlon and i's Trusteas to
useipublish/put-uptreproduce my name, atdress, phote & details of the *purpose”, for which such assistance is requestedigranted, thiough any
medium, inclugiag But not limited 1o verbal, print, electranic, Tor soliciling donatons fo Koghika Foundalion andior dissaminating information about it's
activitiestachisvements, Such use of my pholo & details can be made by Keshilka Foundation belara o afer my treatmant or fuliiment of the “purpose”
for which assisiance is being requested.

2} | {Applicant) Turfher agrae that any such usa of my name. address, photo & delails of the “purpose”, for which such assistance 15 requestedigranted,
will il automatically antifie me for recelving of continuing the sakd assistance. The decigion for granting andier continuing the assistance wil rasl solely
wilh the Trusleas of Koshika Foundation, and therr decision is this repard witl be final and acceptable to me.
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By affixting hereunder, signature of cur Authorisad Signatory for recemmending this casefpatient lor financial assislance from Koshika Faundation, we
{Hospital] hereby affirm & scoapl following:

1} that we neither are presanlly nor wili i1 fture avail of inangial assistance Irom anbther NGO or ey othar source, for the same patient'case, as we are
requesting 1o gal from Kostika Foundation, 19 the gatant that such wssistanca iz granled by Kashika Foundation. |f the requested assistanca is not granied
by Koshika Foundation, in ped or in 1l 1hen the Hospital reserves i's right to make up Ihe shortfall from another MGG er any olher source Thls
confirmation essentially states lhat the Hospital will nol evail any duplicats asalstance for the same patierlfcase rem any other NGO or any alber source
2} The assistance from Koshika Foundation is omly financeal in naiure, Tha choice of the Ireatmentprocedure advisadiconducted by the Haspital on the
patient, is besed on Ihe arangemenl between Ihe patlenl & the Hospital, and is In no way Influenced by Koshika Foundation. Hence, the Hospital will
asturme sale & complete responsibility of the treatment & it's aulcams & safety of he patient, and Koshika Faundatian will hava ng rola or nos oong:Gility

ir: the matler.
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