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1)1 heatry confirm that il details in this Form are True i the best of my knowledge. Any false sialement will randiar my Appiicaton & ongoirg assislance, i any,
liable kor resecsionicancedlabion

2| | sclemnnly confiem that Bssistance, if recesved from Koshika Foundation, wil be used anly for the “purpase”, as stated in this Form. for which such essistance
was requaesiad by me.

%} | haraby confimm that | hawe not & will not in fubare, avail of reimbursement, in par or in ful, from any alher soursalemployeinsurancs compiary, of the amount
for which this assisianos |s nequested.
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By afficing hereunder, signalure of our Authorised Signalory tor recommending this case/patient for financia assistance from Koshika Foundation, we
{Hosailal] beraby affirm & socepd foliowing:
1] thal we neiher are prasenty ror will in futung seail of inancisl asaistance from enpiher NGO or eny other source, for the same palienb'case, a5 we arg
requnsting bo get fram Keahia Foundation, o the extent that such assistance & granted by Roshice Foundation, If ihe requested aesstoncs is nol granted
by Koshina Foundation, in par or in full, then the Hospital resenves it's fght to maka up the shortfall fom analher NGO of any other sourca. This
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asgume sole & complate responshility of the trestment & iz ouicome & safaby of the patierd, and Koshikn Foundation will have ra rodbe of reaponsibety
i1 e matier.
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