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17 | heraby confm |hat all dotills i this Form are True to the best of my knowledge. Any false stalemant will rander my Application & angoing assistance, any,
Hatie for Fajecton/CAnGeiEton.

21 | solemnly corfirm that sssisiance; it received from Koshika Foundation, will be used only for he “purpose”, as stated in this Form, for which such assistance
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1} By affizing my signature or thumb impression on this Form, | (Applicant) hareby agree & autherine Koshika Foundstion and if's Trustees o
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with the Trustees of Koshika Foundation, and their decision is this regard will be final snd acceptable o me
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By affuing hereunder, signalure of our Authorised Signalory for recommending fhis casafpafient for financial assistance from Koshika Foundation, we
(Hospital) heroby afrm & acospt fofiowing:

1) that we nsither arw presently nor will in future avail of financial assistance Irom another NGO or any other source, for ths same patient/case, a5 we are
raueating ko gl from Koshika Foundation, to the exten! thal such assisiance is granted by Koshike Foundation, If the roquosied assislance is not granted
by Koshika Foundation, in par or in i, then the Hospital reserves Ifs right 1o make up the shortfall fram another NGO or any other source. This
confimafion essentially states thal the Hospital will not avail any duglicole nesistance for the same patienticase from any othar NGO or any other source
2) The assitance from Koshiks Foundation is only inancial In rature. Th choice of the reatmentprocedurs advisediconducted by the Hosplisl on he
patient, is based on the amangement beteesn the patient & the Hospital, and i in no way influsnced by Koahika Foundation, Hance, the Hogpital wi
agsuma sole & complels responaibility of the treatment & it's outcome & safaty of 1ha patient, and Koshika Foundation will have no role or resporsibility
in the matter.
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