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2) I solemnly confirm that assistance. if received from Koshika Foundation, will te used only for the *purpose”, 85 stated In this Forr, for which such assistance
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3) | harelyy confirm that | have nat & will nal in future, avail of reimbursemant, in part or in full, from any ether sourcelamployerinsurancs company, of the amount
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1) By sffuang my signature or thumb impression on this Form, | (Applicant) hereby egroe & asuthorise Koshike Foundation and i's Trustses to
usaipublish/pul-upireprodisce my name, address, photo & delalls of the “purpose”, for which such assistance |s requestedigrantad, through any
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with the Trustees of Koshila Foundatlon, and thalr decislon Is this regard will be final and acceptable to me.
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Ay sffxing hermunder, signalure of our Authoriesd Signatory for recommending this casa/pstiant for financial assistance from Koshika Foundation, we
{Hosplial) hereby affirm & accept following:
1) that we nelther are presantly nar will In luture svail of financial assistance from ancther NGO or any other source, for the samea patisnt/cass, os we o
requesting 1o get from Koshika Foundation, to the extent that such assisiance is granted by Koshika Foundation, If the requested assistance is nol granted
bry Koshiks Fourdation, in part or in full, then the Hospital reserves I's nght to make up the shortfsll from another NGO or any olher sourca. This
confirmation assantially nlates that the Hospltal will not avall any duplicate assistance for the sama patient/case from any other NGO or any other source
2) The assistance from Koshika Foundelion i only financial in nelure. The choboe of the reatmentprocedure sdvised/conducted by ine Hespital on the
patient, ls based on the amangement between the patient & the Hospital, and I8 in no way Influenced by Koshika Foundation, Hence, the Hospital will
sasume sole & complets responsibilty of the lrestmaent & I's outcome & safely of the patient, and Koshika Foundation will have na rols of responsibility
in thea matter.
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