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1) | heratry confirm that all delads in this Form are True io the best of my knowledge. Any false statement will render my Application & ongaing assistance. If any,
bl for rejection/canceliation

2) | solamnly confirm that sssistance. it received from Koshika Foundation, will be used only for the “purpose”. as stated in this Form, for which such assistancs
Was tedlesled by me

3) ) hereby confirm that | kave not & will not in future. avail of resmiburssmEnt, i par of in full, from any oifher source/employerineurancs company, of the amount
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1) By alfixing my signature of thumb impression on tis Form, | (Applcant) hemby agree & authorise Koshika Foundation and s Trustoes 1o
use/publesh/pul-up/repraduce fry name, address. photo & details of the “purpose”, for which such assistance is requestedigranted, through any
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with thié Trusteas of Koshvka Foundation, and their decision s this regard will be final and acceptable 1o me
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By affixing hersunder, signalure of our Authorised Signatory for recommending this casa/paliend for firancial assistance from Koshika Foundation, we
(Hespital] hotetry affirm & accept fallowng:
1) that we neither ame presently not will in fulure avai of financial assistance from anolher NGO or any other source, lor the same palienticase, as we are
requasting 1o gat from Koshika Foundation, (o the extent thal such assistance i granted by Koshika Foundation, If the requeaiad assistance s nol granied
by Moshika Foundabon, in part or in full, then the Hospitsl reserves iTs right o make up the shortfall from another NGO or any other soure. This
confirmation essantially states thal the Hospltal will nol il any duplicate assistance for the same patienticase from any other NGO or any other soulce
£) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmant/procedures sdvisediconducted by tha Hospitsl on the
patinl, s bawed on the arrengement between the patient & (he Hospital, and is in no way influanced by Koshika Foundation, Hence, the Hospital wi
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