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1} | hereby confiem thet all details it this Form are True to the bestof my knowledge. Any falsa statemsat wil render my Application & ongoing assistance, if any,
lisstle fov rejeationicancellation.

2} | splemmily confirm that sssistance, f recaived from Kesnika Foundation, will be usad only for the “purpose”, as stated in thls Farm, for which such assistance
was requaated by me

3y I heraby confirm ihat | have not & will not in hutare. avas of reimbursement, in part of in full, Fom any other sourcelemployer/insurance company, of tha amount
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1] By affixeng my slaralirs ar thumb Imprezsion on this Form, | (Applicant) heraby agres & authorice Koshika Foundation and It's Trustees o
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will mat sutomatically gnlite me for recelving or continuing the said assistance, The declsion for granting andior continuing the assistance will res) solely
wilh the Trustaes of Koshika Foundation, and thiir decigion (s (s fiegard will be final &nd accepiable 1o me,
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By afflxing horeunder, signature of pur Authorised Signalory for récommending this case/patient for financial asslslanca from Koshika Foundation, wa
[Hospital] hereby affiom & acoepl following

1) thal we neither are presently nor will in future pvall of financis! assisiance Irom anathar NG or any other source, for the same palisnt/case. &s we are
requesting 1o gt from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation, If the requested assistance 15 not granted
by Kashika Foundation, in part or in full, then the Hospital reseryves it's fight 1o make up the shortfall from another NGO or any other source. This
confirmalion essentially states that the Hospitsl will not gvail any duplicate assisiance for the sama patentcase from any other NGO or any other source
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atlent, is based on the srangemant batween the pabent & the Hospital, and is in no way influsnced by Koshika Foundation Hernce, the Hospital wiil
pssume s0le. & complete responsibility of the treatment & it's cutcome & safaty of the patient, snd Koshika Foundation will have ng ale or responsiollity
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