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1) | herely confiem that all details in this Form ane True o the best of my knowledgs Aoy false stalemant will render my Apphcstion & ongoing assistange, if any,
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1) By afficing my signature or thumb impression on this Form, | (Applicant) heroby agroe & suthortse Koshika Foundalion and if's Trasiees to
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By affining hersundar, signature of our Authorised Skgnatany for recommending this case/patiant for finantial essislanta from Koshiks Foundation, we
{Hoapital] hereby affim & accep folowing:

1] that wa neithar are peasertly non will In future avoil of financia| awtistance fom ancther NGO or any other source, for the same palient'case, as we nre
raquesting ta get from Koshika Foundation, 1o, the adtent that such assistance lo granted by Koshika Foundation, If tho reguasied assistnnca is not granled
by Koshika Foundation, in part or in full, then the Hospltal reserves il'y right to make up the shortfall from ancther NGO or any ofher source. This
confimmalion sssantinlly states thal the Hospital will not avall any dyplicate sssistance for the sama patientcase from any other NGO or any olhor source.
Z) Tha assistance from Koshike Foundation is only financial In nature. The choico of the tresimentprocedure acvisediconducind by the Hospital on na
patien, s based on the arangemen betwesn the patient & the Hospital, snd s in no way Influsnced by Koshika Foundation. Hence, ihe Hospilal will
assume sole & complele reuponsibiity of the eatmant & il's outcoms & sataty of (e patiant, nnd Koshike Foundation will hove no rola or responsibility
by the mutlar,
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