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111 hereby confirm thal all detais in this Form are True 1o the best of my knowledge. Any false stalemanl will render my Agplication & onpoing ssslstance, ¥ any,
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1) By affaing my signature or thumd impression on this Form, | (Applicant) hereby agree & authorse Koshika Foundation and if's Trustees 1o
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By affoong hereuncer, ssgnature of our Authonsed Signatory for recommanding (his casa/paten! for financiad assistance from Koghike Foundation, we
(Hosplial) hereby affirm & acoept following:

1) that wa neiher are presently nos will in future ovail of financial asststancs from another NGO or any ofher source, for the sams potenlicase, 85 we ore
requesing io gel from FMoshiks Foundation, o ihe exient thal such assisiance |s granted by Koshiks Foundation, If the requesied assistance 8 not granied
by Koshika Foundation, in part or in full, then the Hospital reserves its right fo make up the shortfsll from another NGO or any otter source, This
eonlirmalion essenfially states fhat the Hospital will not avall any duplicste sssistance for (he same paleni/case from any other NGO o any other souroe.
Z) The assistance from Koshika Foundation is only financial in nature. The chaice of the treatment/procedure advised/conducied by the Hospital on the
patient, iy bosed on the arrangement befwesn (he patient & the Hospltal, and is in no way Influsnced by Koshikn Foundation Hence, the Hospital will
pesumE w0l & compiste responsibility of the treatmant & it's outcome & salsty of the patient. and Koshiks Foundation will kave no mle of responsibility
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