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2) | salernty confirm that assistance, ¥ received from Koshika Foundation, will be used only for the “purpose”. as stated in this Form. for which such assistance
wae rsquesiod by me.

3} | hetuby confirm that | have not & will not in future, avail of reimbursement, in part or in ful, from anry other source/smployerinsurance company. of the amount
for which this assistance |s fequesied.
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1) By affixing my signature or thumb impression on this Form, | (Applcant) horeby agnee & authorse Koohiks Foundation and If's Trustees 1o
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will nal sutomatically entitie me for receiving or continuing the said assistance. The decision for granting and/or conlinuing the assistance will rest sokeiy
with the Trustess of Koshika Foundation, and their decision is this regard will be final and acceptable Io me y
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By affiing hersundsr, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Keshiks Foundation, we
{Hospital] orety affirm & aocept folkowing:

1) trat we naither are presently nor will In future avall of financial assisiance from another NGO of any olher source, for the sama patenlicase, 55 we are
risquosting to get from Koshika Foundation, to the extant that such assistance is granted by Koshika Foundation. If the requested nssistance is nol granted
by Koshis Foundation, in pan or in full, then the Hospiltal reserves it's right io make up the shorifall from another NGO or any other sourca. This
confirmation states that the Hospltal will not avail any duplicate assistance for the same patlenticase from any olher NGO or any cther source
2) The sssistance from Koshika Foundation s only financial in mature, The choica of the treatmenliprocedure advised/oonducted by the Hospita! on the
patient, i based on the arangement betwesn the patient & the Hospital, and |s In no way Influenced by Koshika Foundation. Hence, the HoapRal will
assume sols & complete respons|bliity of the reatment & it's oulcoma & safety of the patient, and Koshikas Foundation will kave no role or responsibility
b tha mstier.
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