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2) 1 solomnly confirm that assistance, ¥ recaived from Koshika Foundation, will De used only for T “Durpose”, s stated in this Form, for which such assistance

was requesied by me.

3} | hacoby confiem that | have not & will not in fture, aval of reimbursement, in part or in full, from any cther sourcalemployetfinsurance company, of the amount
for which this assistance s requasted

1) A v v { fe @ wes A Rt ol 0 fowe 20 el ¥ s v ol af G R S e o e s o we A O aoee e @ w et b
7) Stgrd wom o ‘el et iR Rt T R R R e kn e dwm e i wme
1) ¥ ofe wun s faw werem ¥ oy v @ 0 3, 59 ofn W sl @ wen B el s e fdeeds wesd @ v S § ool o ) ofes F o
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1) By affxing my signature of thumbd impeassion on this Form, | (Applicant) heroby agreo & authorise Koshika Foundation and if's Trustees 1o
wse/publishipul-upireproduce my name, address, pholo & detads of the “purpose”, for which such assistance is requesied/granted, through any
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2)1 (Applicant) further agree that any such use of my name, address, photo & details of the “purpese”, for which such assistance & reguested/grantod,
will not autcmatically endtie me for recedving or continging the said assistance. The decision for granting and/or conlinuing the assistance will rest solely
with he Trustees of Keshika Foundation, and their decssion is this regard will be final and acceptable 1o me.
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By a¥uing hereunder, signature of our Authorsed Signatory for recommending this casa/pationt for financial sssistance from Koshika Foundstion, we
(Hosptal) heretry affitm & accept foliowing.

1) that wo neithor are presantly noe will in future avad of inancial 2ssistance from ancther NGO or any othes scwrce, for the sama palienlcase, as we are
roguesting o get from Koshiks Foundation, 10 the extent that such assistance is granied by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundasion, in part of in full, then the Hospita reserves if's right to make up the shortfall from another NGO or any other source. This
confimation essentially states that the Hospital witl not avad any duplicate assistance for the same patienticase from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financiad in nature. The choice of the Ireatment/procadure adviseciconducted by the Hospdal on the
pationt. is based on the arangement between the patient & the Hespital, and is in no way influenced by Koshika Founcation. Hance, the Hospital will
assume sole & complete responsitility of the trealment & &'s outoomo & safety of the patient, and Koshika Foundation will have no role of responsibiity
in tho matter
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