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11 | by confirm hat all detas in this Farm are True bo the best of my knowledge. Aty faise statement will render my Application & argoing assistance. il any,
liabhe for rejectionicancaliaion.

21 | sedemnly confitm that assistance, || recelved from Koshika Eoundation, will be uged only for the “purpose’, as staled in this Farm, for which such assistance

was reguasted by ine

31 1 hereby confirm thit | have not & will notin future, avall of reimbursemen, in pan of in full, from any ather sourcelamployerinsurance company. of the amount

{or which this sesistance Is reguested
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1] By affoung my signature or thumb impression on this Form, | (Applicant) hereby agree & authorisa Koshika Foundation and it's Trustees 1o
wen/publishipul-uplreproduce my mamee, address. photo & details of the "purpose”, for whichsuch assistance is requesied/granted, through any
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8y affming hereunter, skgnature of aur Authorised Signalory for recommending this case/patiant for financial assistance from Koshika Foundation, we
(Hospital] hieraby affifm & accept following:

1] that we neithar are prasently nor whl in future availl of inancal assistance from another NGO of any other sodrca, for the sama patant/cass, 45 we are
requisting 12 gel from Kashikia Fouhdation, to the axtent Ihat such assistance is granted by Koshika Foundation. If the requested assistance is nol granted
by Koshika Foundation, in part or in full, then the Hospital reserves (U5 right to make up the shortfall from another NGO or any other source, This
canfirmition essentinly ststes that the Hospital will not avail any duplicate assistanca for the sama patienticase from any other NGO or any other source
2] Tha assitance from Koshika Foundation'is anly firancial In nature. The choice of the treatmentprocedurs advissdiconducted by the Hospital on ihe
oaliEnt, is based on (he arrangemant batween the patient & the Hospital, and s In no wiy influsnced by Koshika Foundation. Hence, the Hospital wil
dssime sole & complete responsibility of the treatmant & I's outcome: & safety of the patient, and Koshlka Foundation will have ni fole of responsibility
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