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1} | hereby confirm that &l details in this Form-are True to the best of my knawledge: Any false statemant will render my Application & ongoing assistance. if any,
fiakia for rejecton/cancellation.

23| sodemnly confirm that assistance, if recaived from Koshika' Foundation, will be used only for the *purpase’, as sisted in this Form, for which such assistance
was requesled by ma.

3} | hereby confirm that | have not & will ot in future;-avail of reimbursemant, in par or in full, from any ofher sourcafamployeninsurancs oompany, of the amount
for which this assistance is requested
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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby-agres & authoriss Koshika Foundation and it's Trastess o
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By affixing hereunder, signature of our Authorised Signalory for recommending this casalpatient for financial assistance from Koshike Feundation, we
{Hospital) hereby-affirn & accept fallowing:

1} thart we neither are presently nor will In future avall of financial sssistance from another NGO or any other source, for fhe same palient/case, a8 we are
requesting to get from Keshika Foundation, 1o the-exlent that such assistance s granted by Keshika Foundation, If (he requasted aesigtanca is ot grantad
by Koshika Foundation., in part or in full, then the Hospital reserves iU's right to make up tha shortfall from another NGO or any other source, This
caonfinmation essentially states that the Hospital will not avall any duplicate assistance for the sama patientcasa from-ony olher NGO or any ather sourca.
2) The assistants from IKoshika Foundation 1s anly financial in nature. The cholce of the lreatmentiprocedire advised/conducted by the Hospltal on the
patient, is based on the armsnpement between the patient & tha Hospilal, and Is in no way Influsnced by Keshika Foundation. Herca, tha Hospital will

assume sole & complete responaiblilty of the treatment & Ve outcome & safety of the pafient. and Koshika Foundation will have no role of responsibifity
In the matter
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