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1) | hereby confem that a1 detals in ihis Form are True (0 ™o best of my knowledge. Any faise statlomant wil render my Appication & ongomg assistance. If any,
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3} 1 hereby confiem that | havo not & wit not in future, avall of rembursement. i part o In full, rom any other sourcelemployerinsurance company. of the amount
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1) Ly afficing my signature o thumb impressicn on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and It's Trustees to
usepebishiput-upireproduce my name, address, photo & details of the “purpese”, for which such assistance Is requestecigranted, theough ary
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2)1 (Aopicant) further agree that any such use of my name, addness, phota & detalls of the “purposa”, for which such assistance is requested/granted,
will not sulomaticaly enttie me for receiving of continuing the said assistance, The decision for granting and/or continuing the assistance wi2 rest solely
with the Trustees of Koshika Foundation, and their decision is this regard will be finak and acceptabie 10 me.
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By atixing hersundar, signature of our Authorised Signatory for recommending this casa'patient for financial assistance from Koshika Foundation, we
(Hospinal) heredy affirm & accep! following:

1) thal we nedher are presently nor will in future avall of fnancia! assistance from another NGO or any other source, for the same patient/case. 85 we aro
requesting to got from Koshika Foundation, to the axtent that such assisiance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Founda®ion, in part o in full, then the Hespital resenvps it's fight 1o make up the shortfall from ancthar NGO or any other source. This
confermaton essentialy states that the Hospal will not avail any dupficate assistance for the same patienticase from any other NGO or any cther source
2) The msistance from Koshika Foundation is only financial in nature. The choice of the treatmentiprocedure advisediconducted by the Hospital on the
pationt, is basod on the srrangement botween the patient & the Hospital, and ls in no way Influenced by Koshika Foundation Mence, the Mospital wil
assume sole & complete responsidiity of the troatment 3 If's outcome & sadsty of the patient, and Koshika Foundation will have no role or respensibility
In the matter.
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