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1) I hereby confirm fhat all detads in this Form ams True to tho bestof my knowledge. Any Talsa stalement will rander my Application & ongoing assistance; if any,
lizble for rajection/cancellation.
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8y affixing hereunder, signature of our Authonsed Signatory for recommending 1his case/patient for financial assistance from Koshikis Foundation, we
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11 tht wee plitver are presantly nor will in future avall of ingnclal assistance from another NGO or any othar source, for the seme patienticase, as we are
requesting fo gel from Koshika Foundation, (o the extenl thal such assistance is granted by Koshika Foundation. If the requested sssistance is nol grantsd
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patient, is based on the srrangament betwear the patient & the Hospital, and is In no way influsnced by Woshika Foundalion. Hance, tha Hospital will
assume sole & complete responsibiiity of the treatment & it's outcoms & safety of the patient, and Koshika Foundation will have no role or respensibility
i the matier.
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