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1) | hereby confirm thal all detalls in this Form are True to tha best of my knowledge. Any false stalament will render my Application & ongoing assistanca, if any,
llable for rejectionfcancellation,

2) | solemnly confirm that assistance, if recaived from Koshika Foundstion, will ba used cnly for the “purpose”, as stated in this Form, for which such assistance
was requasted by ma,

3} | hereby confirm that | have not & will not In future, svail of eimbursemant. in part or nfull, from any other sourcafamployerinsurance company, of the amoun!
for which thic assistance Is requestad.
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1) By afiixing my signatura or thumb impression on this Fom, | (Applicani) hereby agres & authorise Koshika Foundation and s Trustees o

uselpublish/pul-upireproduce my name, address, photo & details of the “purpase”, for which such assistance is requested/orantod, through any

medium, Including but not limited 1o varbal, print, electronie, for soliciting donatlons for Koshike Foundation and/or dissaminating information about it's

activitlealachievements. Such use of my photo & datalts can be made by Koshika Foundation before or aftar my treatment or fullliment of the “purpesa®
Tor which assistance is being requested.

2) | {Applicant) further agres that any such wse of my name, address, photo & details of the “purpose”; for which such assistance is requestedigranted,
will not sutomatically entitle me for recelving or confinitling the sald essisianca, The decision for graniing andior continuing the assistance will rest solaly
with the Trustees of Koshika Foundation, and their decision is this regard will ba final nd acceptsble to me,
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By affixing nereunder, sionalure of cur Authorisad Signatory for recommending this casefpatiani for financisl assiatance from Koshika Foundation, we
{Hosapital) hereby affirm & accapt following:
1) that we neither are presanily nor will in futura avail of inanclal assistance from another NGO or ény other source, for the same patientcoae, a3 wa are
requesiing o gat from Koshika Foundation, (o the extant that such assistance ks granted by Koshiks Foundstion, If the requestad assistance is nol grantsd
by Koshiks Foundation, in part or In full, then the Hospital reserves it's right (o' make up the ehontfall from another NGO or any olher scurce, This
confiralion assentially states thal the Hospltal will nol avall any duplicate assistance for the same palientcass Trom any oiher NGO or any ofher source.
2) The asslstanca from Keshika Foundation is onty financkal In nafure. The cholee of the treatmant/procedure advised/conducted by the Hospliasl on the
pationt, s besed on the amangement betwaen the patient & the Hospita!; nnd Is in na way influenced by Koshika Foundation. Hance, the Hospital will

essume sole & complete respansibility of tha reatment & ir's oulcoma & salety of the patlent, end Koshika Foundatkon will have no rols or responsibility
in tha matter,
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