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1)1 hereby confirm fhat il detaits in this Form are True to the best of my knowledge. Any false statement will render my Application & ongelng assistance, iFany,
bl for rejectonicangellation. _

2) | sotemnly confirm that assistance, # received fram Koshika Foundation, will be used only for the “purpose”, as statad in this Foom, far which such assistance

was requesied by me i

31 1 hareby confiem that | have not & will not in futrs, avail of reimbursament, in part or in fuill, from any other sourcel/emgloyeriinaurance compeny, of ihe amaount

forwhich Inis ossistancs in requested.
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1) By affiing my signature or thumb impreesion on this Farm, | (Agpplicant) hereby agree & aulhdrise Koshika Founagation and (s Trustess lo

uselpublishiput-uplrepradice my name, address, photo & detalls of the “purpose’, for which such assistance |s-requestedigrantad, thiough any

medium, including but not fimited 1o verbal, print, elecirenis, lor soliciting donations for Koshika Feundation and/or glesaminating information about it's
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By affixing hersurder, slgnature gf our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospitai] harany affirm & accepl falfowng:

1) theat we nedlher sre presently nor will In future avall of financial assistance from another NGO or any othar source, for the same petient/cose, as we aie
requesiing to gel from Koshika Feundation, o the extent thal such asslstance is granted by Keshika Foundation, Il the requested assistance is not granted
by Koshlka Foundatian, |r part or in full, then the Hospital reserves it's right to make up the shartfall from ancthar NGO or any other source. This
confirmation essentially states that the Hospital will nat aviail any duplicate assistance for the same patient/cass from any other NGO or any ather source.
2) The assistance from Koshika Foundation iz only financial in nature. The choice of the treatmentiprocedure sdvised/conducted by the Haspita) on the
patient, im baged on the arrangement between the patiant & the Hospitsl, and s in no way Influsnced by Koshila Foundation, Hence, the Hospital will
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