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11 hiaraby confitm Miat all details in this Form are True to (he best of my knowlecge. Any false statomant will render my Agplication & ongaing assislance, I any,
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3) | heraby confirm that | have not & will not in future, avail of reimbursement, in part or in full, from any ciher sourcelemployerinsurance company, of the amount
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1) By affixing my stanaturg or thumb Impression on this Form, | (Applicant) hereby agraa & autharise Koshikp Foundation and its Trustass (o
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By affiving heteundar, sigralure of our Aulhonsed Signatory lor recommending this case/patiant for financial assistance Irom Koshiica Foundatian, we
{Hogpital] hereby affirm & accept lollewing:

1) thgt we neither are presently nor will in future avail of finencial assistance from another NGO or any other source, fof the same patlent/case, &3 we are
tequesting 1o gat fram Koshiks Faundation, to Lhe exlent that such assistance iz granted by Koshiles Foundation, If the requested oesistance is nol granied
by Koshika Foundation, in part orin full, then the Hospltal reserves It's dight o make up the shortfall from anather NGO or any oifier source, This
confirmation esssntiaiy siztes that the Hosmital will rot avall any duplicale sssistance for the same palianticass from eny other NGO orany othar spurce
2) Tha assistance from Koshikn Foundation is only financlal in nature. The chofes of the treaimentprocedure advised/conducted by Ihe Haspital on ihe
paiient, is based an the srrangement batwesn the patisnl & the Hoapital, and isin ne way influenced by Koshika Foundation. Hence, the Hospital will
assuma sole & complets raspanaibility of the treatment & s oulcome & safety of the patient, and Koshika Faundsfion will have no fole of responsitiiy
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