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1) | hereby confirm that all detalls In this Form are True 1a ihe best of my knewledge. Any false staterment will render my Application & ongaing assistance, if any,
lisbie for rejecton/cancellation,

2) | soleminly confirm that assistance, if received from Koshika Foundation, will be used only for the “purpose”, as stated In this Form, for which such assistance

was reguested by me

3} | heraby confirm that | have nel & wifl nat in fulure, avail of reimbursement, in pant or kn full, from any olther sourcelemployerinsurance company, of the amount
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1) By affixing my signature or thumb impression on this Form, | (Agplicant) hereby agres & authorise Koshika Foundation and iU'e Trustess lo

usaipublish/put-upireproduce my name, address, photo & detalls of the "purpese”, for which such assistance is requested/grantad, theough any

iediurm, Including but not limited 1o verbal, print. electronis, for soliciling donations for Keshika Foundation andfor disseminating Information about it's

activities/achievements. Such use of my phaoto & detalis cen be made by Koshiks Foundation bafore or aller my trestment or fulllment of the “purpose”
far which assistence s being requested
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with the Trustees of Koshika Fourdalion, and ihalr decigion ls this regard will be final and acceptable o me
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By affxing hereunder, signaiure of our Authorised Signatory for ecommending this case/patiant for inancial 2esistance rom Koshika Foundation, we
(Hospital) hereby affirm & accep! following:
1) thal we nalther aie presently. nof will in future-aveil of financial assistance from anoiber NGO or any ather source, for the same patient'case, as we ae
requesting 1o get lom Koshiks Foundation, 1o the eitent thet such assistance is granted by Koshika Foundation. If the requesied assistance jg nol granksd
bry Koshika Foundation, in par or in full, then the Hospital resefves 118 nght 1o make up the shorifell from another NGO or any other source. This
confirmation essantiaily atates that the Hospital will not svall any duplicate assislance for the same patisnt/case from any other NGO or any ather sourcs,
2) Tha assistance from Koshika Foundation is only financial in nature. The cholee of the treatment/procedurs advised/canducted by the Hespitsl on the
patiant, Is based on the arrangement between the patiant & the Hospital. and i In no way influenced by Koshlka Foundation. Hance. (ha Hospital will

BeEuma sobe & complete resparsibliity of the trestment & s oulcome & safely of the patient, end Koshiks Foundation will have no rals or respansibliity
It th mmatiee.
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