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1} 1 hereby conflom that all details in this Form are True to the best of my knowledge. Any faise statement will rendes my Application & ongoing assistance, i any,

| liable for rejection/cancaliaticn.

#1 | soiemnly confirm that sssistance, if received from Koshika Foundation, will be used only for the “purpose”, @s stated In this Form, for which such assistance

wae requactod by me.

91 | hareby confirm thot | nava not & will not In futurs, avall of reimbursemant, in partar in full, from any othar sourcalemployerinsurance company, 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 agree & aulhorise Koshika Foundation and [f's Trugtees lo

usalpublishipul-up/reproduce my name, address, photo & details of the "purpose’, for which such assistance is requested/granted, through any

mediuin, including but nat limited 1o verbal, print, electronic, for seliciling donations for Koshlka Foundation andior disseminating information sbout it's
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with the Trugtess of Koshiks Foundation, and thair decision Is this regard will b final and acceptable fo ma
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By alfixing horaunder, signature of our Authorisad Signatory for recommending this case/patient for financiat assistance from Koshika Foundation, we ,
{Hespilal) hereby affirm & accept following:

1} that we neither are prasantly nor will I future avall of fingncial assictance from another NGO or any athar source, for the same patienlcese. as we org
requesting 1o get fram Kpshika Feundation, to the extent that such ssistance is granted by Koshika Foundation. If the requested assistance s nol granied
by Kpshika Foundation, in part or in full, then the Hospltal reserves it's right to make up the sharifall from another NGO or-any other source. This
eonfirmation essentially statas that the Hospital will not avall any duplicate assistance for the same patient/casse from any other NGO or any othar source,
2) The sssisiance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advizadiconductad by tha Hospital on he
patient, s based on the arrangemeant batween tha patient & the Hosp and is in no way Influencad by Koshika Foundation, Hence, the Hospital will
assume sola & complete responsibility of the treatment & it's outcoms & safety of the patient, end Koshika Foundation will have no role or responsibility
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