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1} | hersby confirm that all detalls in this Form are True i the bast of my knowledge. Any false statement will render my Applicafion & ongoing assistance, [Eany,
bl foir repaction/canceitation.

2) | sclemnly confirm that assistance. If received fram Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance

was requesiad by me

3) | hereby canfirm that | have nat & will notIn futurs, avail of reimbursement, in part or s ull, from any other sourcafemployerfinsurance company, of ihe amaun

for which this essstence is requested.
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1) By affixing my sigraturg or thumb impression oo this Form, | (Aoplicant) heraby agree & Autharies Kishiks Foundatinn and il's Trusleas
use/publishipul-upireproduce my name, addraee, photo & detalls of the “putpase”, for which such essistanca is requestedigrantsd, through any
medium, including but not limited to verbal, print, slecironic, far saliching donations for Keshiks Foundation andior disseminating Information sbout it's
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2) | {Applicant) lurthe: agres that any such useof my name, sddress, photo & datails of the “purpose®, for which such assistance is requestedigranted,
will not automatically entitle me for receiving or continuing the ssid assistance. The decision for granting andior conlinuing the sssistance will rost solaly
wih tha Trustees of Kashiks Foundation, and thelr decision is this regand will be final and agceptableto me.
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By affixing heroundsr, signature of our Authorised Signatory for recommanding this case/pafient for financial assistancs from Koshika Foundation, we
(Higspital) haraby affirm & sccaptfeliowing: .
1) thal we nelier are prasantly nor will In fulure svall of finoncial nsssstance from another NGO or any alhar source, for the sams palienl/case, us we are
requesting 1o g2t from Keshika Foundation, 1o the extant that such assistance is granted by Koshika Foundation, If the raquested assistance is not granted
by Koehika Foundatlen, in partor in full, then the Hospilat ressrvas it's right to make up the shodtfall from anainer NGO or any other source, This
confirmation essenilally states that the Hospital will not avall any duplicaie assistance for fhe same patisnticase from any other NGO or any other source.
2} Tha assistanoe from Koshika Foundstion is gnly finaneial in noture. Tha choice of the treptmentprocedurs advisedivanductad by they Hospltal on the
palient, Is based on Ihe armngamant batwesn the patlent & tha Hovpltal, #nd |5 in no way Influenced by Koshika Foundation, Hence, the Hospital will
asaume Sole & comptels responsibility of the treatment & it's:outcome & safely of tha patient, and Koshika Faundation will have ne rola or rospansibllity
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