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1) | hereby confiem that =i details in this Form are True 1o the best of my knowledge. Any false statement will render my Application & ongoing assistance, # any,
Imtile for rejechon/omnoaiiaton
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1) By affixing my sggmature or umb improssion on this Form, | (Applicant) hereby agree & suthorise Koshika Foundation and iU's Trusiess io
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By aflixing hereunder, signature of our Authonsed Signatory for recommending this case/patient for financlal assistance from Koshika Foundation, we
(Hompitad) hereby affirm & acospl following:

1) hal we naither e presently nor will in futwre avall of fnancial assistance from ancther NGO or any cther source, for the same patienticase, as we are
requaiiling lo gel imm Koshika Foundilion, 1o the extent thal such assistance is graniod by Koghika oundation. Il the requesied assisiance is nel granted
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pabierit, i based on the armangemont betwesn the patlent & the Hospital, and is in no way influsnced by Koshika Foundation. Hence, e Hospital will
assume sole & complete responsibiity of the reatmant & I's oulcoms & safety of the palient, and Koshika Feundation will have no role or responsibility
in the matlar
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