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1) Hhereby confirm that all details in this Form afe True to fhe best of my knowledgs, Any false statement will render my Application & angoing-assistance; i any;
liakle for rejection/canceliaton.

2) | salemnly confirm thal assistance, If recelvad from Koshika Foundalion, will be used oniy for the “purpose’, ss sfatad in this Farm, for which such assistance
was requasiod by me.

3 | herehy eonfimm that | have rol & will not Tn future, avsil of reimbarssment, in par o in hull, from any other source’employerinsurance company, of the amount
for which this assistance s requesiad.
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1] By afiixing my signature or thumb impression on this Form, | (Applicant) hereby agres & authodse Koshiks Foundation and Ii's Tristass 1o

uselpubllshiput-uplreproduce my name, address, phito & detalls of the *purpose”, for which such assislance is raquestadfgranted, through amy

medium, including but ot lissited to verbal, prinl, slectronic, Tor Lollciling donatlons for Keshika Foundation and/nr disseminating information about [1's

actlvilesiachiovemenis. Such use of my phota & datalls can be made by Koshika Foundalien batars o after my treatment of fulfilment of the "purpose”
for which aesistance s being requested,

2} | (Applivart) furfhisr agree that any such uss of my name, address, photo & dotails of the "purpose”, for which such sasistance Iy requastediaranted,
will mot automatically enfitle: me for receiving or continuing the said assistanca. The dacision for granting andfor continulng the assistancs wil rest salely
with the Trusteas of Keshlks Foundation, and thelr declelon 16 this regand will be final and asceptale (o me.
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By affixing hareundar, signaturs of our Aulhorised Signatory for recommanding this sseeipatient for financial assistance from Koshiks Foundation, we
{Hospital) hereby affirm & acoep! foliewing:

1) that we neitfier ore presently nor will In future avail of finonelal assistance from orother NGO or any other source, far the same patianticase, @5 we are
reguesting lo gel from Koshika Foundatlon, to the extent that such assistance is granted by Koshika Foundation, If the requested assistance is not grantad
by Kushika Foundation, in part orin full, then the Hospitsl raserves its right to meke up the shorifall from ansther NGO orany oiher source, This
confirmation essantially states that the Hospital will not avall any duplicate assistance for the same petient/casa from any other NGO or any other source.
2] The assislance from Koshika Foundation is only finoncial in nature: The choice of the freatmentprecedure edvisedieonductad by Ihe Haspital on ne
palient, |s based on the srangement belween the patlant & the Hospltal, and Is in no way Influenced by Koshika Foundatlon, Henes, the Hospita| wili

Bssume sols & complete responsibility of the treastmant & it's outoome & safety of tha patient, and Koshike Feurdation wil kave ne role ar respansinifity
in the mattar.
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