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1} | herety confirm thal all detalls In this Form-are True io the Bast of my knowledge, Any llse stslement will render my Apphcation & ongoing assistancs, i any,
Hable for rejecion/cancellation.
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11 By affixing my sifynatute o thumb impression on this Form, | (Applicant) hereby sgres & aulhorse Koshika Foundation and [t's Trusloes 1o
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By affieing hersunder, signature of our Authorised Signalory lor frecommending this casa/patient for financial assistancs from Koshika Foundation. we
(Hoopital) hersty affirm & accept following:

1§ that we neither are presently nor will In future avall of finencisl assistance from analher NGO or any olher source, lor the sama palienlicase, Bs we Bre
reguesting to get from Koshiks Foundation, 10 the extant that such assistance is granted by Koshika Foundation. If the requested assistance & nol grantad
by Woshika Foundalion, in pard or In full, then the Hospital reserves s right 1o make up the shortfall from anoiher MGO orany other sourcs. This
confirmation essentially states that the Hospital will not avail mny duplicate assistance for the same patient/case from any other NGD of afy athar source
2} The assistance from Koshika Foundation (s anly financial in natute, The chojea of the treatmentprocedurs advised/conducted by the Hosnital on the
patignt, [n based on the arangemant batween the patient & the Hospital, and s in ho way influenced by Koshika Foundation, Henca, the Hoapital wil
assume sole & complete responsibillty of the treatment & |'s outcoms & safety of the patient, and Koshika Foundation will have no role or responsibility

in The matter,
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