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1} | heréby confirm that al| details in this Form are Trua lo the best of my knowledge. Any false statement will rehdal my Application & ongoing assistance, | any,
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1) By &ffixlng my signatura or thumb impression on this Form, | Applicant) heseby agres & authorise Koshika Foundation and It's Trustees to
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By affixing heraundér: signature of our Authansed Signalory for recommanding this cage/patient for financial assistance from Koshike Foundation, we
[Hospital) hereby atfirm & accepl following

1) thal we neither are prasently nor will in fulure avail of fngrcial assistance from another NGO or-any other source, for the same palionticage, a3 we are
requasting to gét from Hoshika Foundation, t the extenl that such assistance is granted by Koshika Foundation. Il the requesied assistance is ol granted
by Kashika Foundation, in part or in full, then the Hospitel reserves it's right to make up (e shorifall from another NGO or any other source. This
confirmation essentially states that the Hospital whl not avall any duplicate assistance for the same patienticase from any other NGO or apy other source.
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assume sole & complote responsibility of the reatment & [t's outcome & safely of (he patient, and Koshiks Foundation will kave nin rofe or responsibiity
in the matter
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