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131 heteby confirm that &l etads in this Form are True 1o the hestof my imgwiedge. Any falen statement will rander my Application & angolng assistancd. it any,
liable for rejectonfcancelaton,

27| sotemnly confirm that assistance, f raceived from Koshiks Foundation, will be used only for the ‘purpose”. as stwied in ihis Form, for which such assistance
whas requested by me.

3§ | hereby confirm t:at | have nat & will not in future, avail of reimbursement, in part of in full, from any elher sourcelemploystinsurance company, of the amount]
far whizh tris assisEtance is requestad.
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1) By affixing my signature or thumb impression on this Form, | (Applicant) hareby agres & authoriss Koshlks Feundatien and il's Trusiees o
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By allixing heraonder, sigrature of our Authorised Signatory for recommending this case/patiznt for financial assistance frem Keshim Foundation, we
(Haspltal) hemstsy affiom & accept following!
1) Ihat wa naither are prasantly nor will in future avail of financlal assistnncs from another NGO or any othar sourea, lor the same polanliosss, 85 we ar
requesting to get from Koshika Foundation, 1o the sxant that such resistance is granied by Koshiks Foundation. If the requastad assistance is rol gra rited
by Koshika Foundation, in part ar in full, then tha Hospital reserves it's right to make up the shortiall from another NGO or sy othar source. This
eonfirmatitn essantialy states thal the Hosgital will not svall any duplicaie assisiance for the seme patienticase from any ather NGO or any athar source
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pafient, je bazed an the srangemeant betwean the patient & the Hospitsl, and is In no way influenced by Koshika Foyndation. Hence, the Hospltal wil

gssume soin & complets responuibility of the trestment & It's outcome & salely of the patient, snd Koshika Foundation will have no rale of responsibility
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