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rejectonicanceliation,
2) | solerndy confinm that assistance, if recetved from Koshica Foundation, will be used only for the “purposo”, as stated In this Foem, for which such
was q

requesied by me,
3) 1 hacoby confiem that | have not & will not In Auture, avall of reimbursement, in part or iy full, from any other sourcelsmployesiinsurance company, of the
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1) By afixing my signsture of thumb impression on this Form, | (Applicant) haredy agres & suthorise Koshika Foundation and If's Trustees 1o
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activities/achievements. Such use of my photo & datalls can be made by Koshika Foundation bafore or afer my teatmaent or fuliment of the "purpose”
for which assistance is being requesied.
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will not sutomatically entitie me fof receiving of continuing the said sssistance, The decision for granting andi/or continging the assistance will rest soiely
with the Trustees of Koshika Foundation, and their decision is this repasd will be final and scceptable to me.
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By affixing hereunder, of cur Authorised Signatory for recommending this case/patient for financial assistance from Keshika Foundstion, we
(Hospitsl) horeby afiem & accopt following:
1) that we noither are presently nor wil in Mture avall of fnancial assistance from ancther NGO or ohrm.luumm-owm
reguesting o get from Koshika Foundation, 1o the axtent that such assistance is granted by Koshia the requesied assistance s not granted
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confimetion essentially states that he Hompitsl will not avall any duplicste assistance for the same pstienticase bom any olher NGO or any ciher source,
2) Tha sssistance from Koshika Foundation is only financis! in nsture. The choice of he treatmentprocedure advised/conducied by the Hospial on the
patient, is based on the smangement batween the petient & the Hospital, end s In no way InSusnced by Koshika Foundation. Honce, the Hospital wil
assume acle & compiete responsibility of e treatment & it's ouicomo & safoty of the patient, and Koshika Foundation will have no role or responsibiity
i the matter,
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