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11 1 hareby confirm that pil delads in ihis Form are True lo the best of my knowledge. Any false statement will render my Appllcation & ongolng assistisnce, i any,
Hpeblie fewr pejection/Canoeliation.

21 1 solemaly confirm that assisfance. i received from Koshika Foundation, will be used only for the “purpase”, as stated n this Form, lor which such assistance
was requested by me
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1) 8% affigng iy sigonsture or thumb impression on this Form, | (Applicant) heseby agree & authonse Koshika Foundation and i1's Trusiaes 1o
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2 | {Applicant) further agree that any such use of my name, address. photo & details of the *purpose”, for which such assistance is reguested/ganted,
will not automatically entitle me for recalving or cantinuing the sald asgistance. The decision for granting andior confinuing the assistance will rest solely
with the Trustees of Koshika Faundaticn, dnd thair decision Is this regand will b2 final and soceplable to me
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By afliuing hareundsy, sgnatune of gul Autharised Sigratary for reeommending s case/patient for financial assistance trom Koshika Foundation, wo
[Henpital) hersby affirm & sccep! following.

1) that we noither are presently riok will in fulure avall of lingnclal assistance from anothor NGO or any olher source, far the same patienticase, as we wre
requesting to get from Kashika Foundation, to the extent thit such assistance Is granted by Koshika Foundation, If (he requested assisiance i nol grnied
by Kashika Foundation, in par or in full, then the Hospital reserves It's gkt to make up the shortfall from another NGO or any other sourca. This
ponfimation essentially states that the Hospital will not avell any duplicate assistance for the same palient/case from any other NGO dr any other souice.
2) Thie asaiatance from Keshika Foundation ls only financial in natura. The choice of the innatmentiprocedure advised/conducted by (he Hospitsl an the
patienl, is based on the arrangement belwasn thi patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, this Hospital will
psaume wole & complete responsibility of the treatmant & i's culcome & safety of the patient, and Koshiks Foundation will have no rele or responuibility
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