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1) | hereby confem that all detads in v Form are True 1o the best of my knowledge. Any faise statoment will rendac my Appiication & ongoing assistance, ff any.
labie for rejecion/canceliaton

2) | sclgenrdy confiern that assistance, if received from Koshika Foundation, will be used only for the “purposs”, a8 stated in this Form, for which such assistance

was

requesied by ma.
3) 1 horaby confirm that | have not & will not i future, aval of reimbursement, In part or In A, from any othee sourcaemployerinsunance company. of the amount)
for which Sus assistance |s recuested
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1) By afwing my signsture or thumb impressicn on this Form, | (Applicant) hereby agree & suthorise Koshika Foundation and if's Trustess 10
usa/publistVput-upiteproduce my name, addrass, photo & delals of the “purpose”, for which such sssistance is requested/granied. through any
medum, including but not limited 0 vorbal, prink, electronic, for solicing dorations for Koshika Foundation and/or disseminating information about s
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for which assiatance is being requesied
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will not automatically entite me for recelving o continuing the ssid sasistance. The decaion lor granting andior continuing the assatance will rest solely
with the Trustees of Koshika Foundasion and thelr decision is this regard will be finad and scceptabie 1o me.
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By affixing hereunder, signature of cur Authartised Signatory for recommanding this case/patient for Bnancial assiatance from Koshiks Foundation, we
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by Koshika Foundation, in part oc in fu4, then the Hospitad reserves II's right %o make up the shortfall from another NGO or any other source. This
confirmation essentialy states that the Hospital will not avall any dupicate assistance for the same patient/'case from anmy other NGO or any other source
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