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2) 1 solemnly confim that assistance, # received trom Koshika Foundation, will be used only for e “purpose”, as stated in this Fomm, for
Was roquesiod by me.
3) 1 hareby condiem that | have not & will nol in fature, avail of reimbursoment in part or in Sull, from uny oiher sourcaiempioyeninsurance
fior which this assistance is requested.
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1) By affodag my signature of thumb impression on tis Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to
usalpublishiput-upliroproduce my name, address, photo & dalsits of the “purpase”, for which such assistance is requestedigranted, through any
medium, Inchuding but ol limited 16 verbal, peind, clectronic, for soSciting donations for Koshika Foundation and/or disseminaling information about &'s
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will not automatically entitle me for receiving or continuing the s3id assistance. The dacision for granting andfor conlinuing the assistance will rest soky
with the Trustees of Koshikn Foundation, and their decision i tis regard will be final and acceplabie 10 me.
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By affixing hereunder, signature of our Authorised Signatory for recommending this caselpatient for Bnancial assistance from Koshika Foundation, we
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requesbing o gul Trovs Kuoahibs Foundation, 1 the extent That such assistance is granted by Koshikas Foundation. If the requested assistance ts not grantcd
by Koshia Foundation, [n part o in full, Shon the Hospital reserves s right to make up the shoetfall from another NGO o any other source. This

statos that the Hospital will nol avall any duplicate sssistance for the same pationt/case from sy other NGO or anry olhwer source.
2) The assistance from Koshixa Foundation is only financial in nature. The choice of the reatment/procedure advisediconducied by the Hospital on the
patient, is based on the arrangemeont botwoen tho pasient & the Hospital, and Is in no way influenced by Koshika Foundation, Honca, the Hospital wil
sswume sole & complete responsibilty of the troatment & 'S cutcome & safety of the patient, and Koshika Foundation wil have no role of responstility
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