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1) | nerely confirm Mat all detass in this Form ane True to the best of my knowledge. Any lalse statement will render my Application & angoing assisiance. if any,
lishie: for rejectionicancelation.

2} | sodemnly confirm that essistance, f received from Koshika Foundation, will be used only for the “purpose”, a3 stated in this Form, for which such assistance
wag requasied by me.

3) | heraby confirm that | havo not & will notin future, avall of reimbursement, in part of in 1ll, from any ather source/smployerfineurance company, of the amount
for which this assistance is equesied.
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1] By affixing my signalure or thumb impression on this Form, | {Applicant) heraby agres & sutheriss Koshika Foundation and It's Trustees o
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2) | (Applicant) lurther agroa that any such use of my name, address, photo & delails of the "purpose”, for which such assistance s requestedigranted,
will not automatically entitie me for receiving or continuing the said assistance. The decision for granting andfor continuing the assistance will rest solely '
with the Trustess of Koahika Foundation, and thar declgion i this regard will be final and scceplable to me
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Byﬁuﬁm?!wnlum Signatory for recommending thie case/pationt for fmancial assistancs from Koshika Foundation, we
{Hespital) hereby afom & acoept following:

1) that we neither are presently nor will in future aval of fnancial asststance from another NGO or any olher source, fof the same patiant'case, as we are
raguesting to get from Kashike Foundalion, 1o the exient that such assistance i granted by Koshiks Foundation. If the requesied assistance is not grantad
by Koshika Foundation, in part of in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This
confimaton essentially states thal the Hospital will not evail eny duplicete assistance for the same patienticase from &ny other NGO or any other source.
2) The assistanca Irom Koshika Foundation ks only fisancial in mature. The choice of the trealment/progedure advisediconducied by the Hospltal on ma
patient, is based on the erangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation, Hance, the Hospital will
assumea sole & complste responsibility of the treatment & it's cuicome & safely of the patient, and Koshika Foundation will have no robs o responsibiity
in the matier
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