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1)1 hereby confirm that &% detads in this Form are True 1o the best of my knowledge. Any fatse statement will render my Application & ongolng assistance, if any,
fabia for reisctionfcancelintion.
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1) By-affixing my signeture or thumb Impression on this Foem, | (Applicant) heraby agree & authorise Koshika Foundation and its Trustees lo
useipublishipul-upireproduce my name, address, photo & details of the “purpose”, for which such assistance Is requested/grantad, through any
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By affiring hereunder, signature of our Aulhorised Signatory for recommending this case/patiant foe finaneial assistance from Kashika Foundation, we
{Haspital) hereby &flirm & sccept fallowing:

1) that we nslther are presentty nor will in future avall of financial assistance from anothar NGO o any otfer sourcs, lor thie same patienlicase, as we ar
requesting 1o get from Koshiks Foundation, to the extent thal such assistance is granted by Koshika Foundation, If the requested assistance js nol granted
by Koshika Foundation, in part or in full, then the Hospital reserves It's right fo meake Up the shorfall from another NGO or any other source. This
confirmation essantlally states that the Hospial will not avail any duplicate assistance for the same pafienticase from any other NGO or any other source
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patiant, s based on the arEngement between the patisnt & the Hospital, and s in no way influsnced by Koshika Foundation. Hance, th Hospital wil
gssummo sole & compiete responsibiiity of the trestment & it's outcomea & safoty of the patient, and Koshika Foundation will have na role or responsibility
n the maller.
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