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1) | hereby canfirm fhat all details in this Form are True to the best of my knowledge. Any fales statemant will render my Application & ongoing sxsistance, if any,
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1) By affixing my signature or thamb impression en this Form, | (Applicant) hereby agree & authorise Koshika Feundation and if's Trestees o
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By affixing horeunder, signature of cur Authorised Sianzstory for mcommending this cazelpatient for financial pssisiance from Koshika Foundation, we:
{Hospital) hereby affirm & sccept follow|ng:

1) that we nelther are presantly fot will In fulure avall of fnancial assistance lrom anather NGO or any olther source, for he sams palienlicase, &5 we ame-
requesting to get from Keshika Foundalion, to the extent thal such assistance is grantad by Koshika Foundation. If the requested assisiance is not grantod
by Koshike Foundation, in part or in full, than the Hospital reserves 12 right o make up the shorifall rom another NGO or any other souree. This
confirmation essonifally stales thal the Hospllad will not avinl any dupfcate assistance for the same patlent/case from any other NGO or any other sowce.
2) The assistance from Kozhika Foundation s only financisl in nature. The choice of the treatment/procedurna advisediconducied by the Hospilal on the
patient, Is based on the arangement botween the patlont & the Hospltal, and |s in ne way influencoed by Koshika Foundation. Hence, the Haapital will
assume sola & compl=te reeponsibility of the treatment & It's puteome & salety of the patient, snd Koshlka Foundation will kave no rols or responsibiiity

in the matter. .
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