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1) | hereby confirm tratall detzils in this Form are True bo the best of my knowlzdge. Any laleo stalmmenl will render my Agplication & ongaing assistance, fary,
limbie for rejection’canceliation.

2] | solemnly confirm that nssistanca, i received from Koshika Foundation, will be used pnly for ihe "purpose’, as stated in this Form, for which such assistance
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1} By affising my slgnatire or thumb imprassion on this Form, | (Apphcant) hersby agree & aulharise Koshika Foundation and ii's Trusleos (o
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with the Truslees of Koshika Feuntdaton, snd thivir decision is this ragard will be finel and sccoptabie to me
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By affixing herdunder, signature of our Authorised Signatory far recommending this case/patignt for financial assistanca lrmm Koghika Foundalion, we
(Haspital) hereby affirm & accapt following:

1) that we nailher are presently nor will in fuiure svall of financial esslstance from enother NGO or any other sourca, for the sama patlent/case, rs we am
reguesting to gel from Koshika Foundation, (o the extant that such assistance is granted by Koshika Foundation. If the requested assistancs is nol grantad
by Koshika Foundstion, kn past or in full, then the Hospitel reserves its right to make up the shortfall from znotter NGO or any other sours. This
canflrmation sssentially statas thal the Hosplial will not availl any duplicate assistance far ihe same patiant’casza from any other NGO or any olher source.
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aesume sole & complete responsibiity of the treatment & I8 oulcome 4 safsty of the patlent, and Koshika Foundationh will hove na ol or responsiility
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