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1) | heretyy confirm that @l detadls in this Foom are True to the best of my knowledge, Any false stalement will render my Application & ongoing sssistance, if any,
liobie for rejection/cancallation,

2} | sebaminly confirm that assistance, If received fram Koshika Foundation, will be used only for the "purpase”, as stated In this Form, for which such assistance
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1) By affixing my sianaturs ar thumb Impression on this Form, | (Applicant) hereby agree & aulhorise Koshika Foundation s0d If's Truslees 1
usepublish/pui-upireproduce my name, address, phaio & detads of the “purpasa’, for which such assistance is requestadigranted, through any
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By affining hareundes, signature of our Authonsed Signatory for recommending this case/palient for linancial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept lollowing:

1} it wa nalther are presently nor will in futune avall of financial assistance rom another NGO or any ather source, for the same patieni/case, ag we are
reqguesting to gl from Koshika Foundation, to the extent that such assistance is granied by Koshika Foundation, If the requested assisiancs is nof grantad
by Koshlka Foundation, in part orin full, then the Hospital reserves iUs righl 1o make up the shartfall from another NGO or any other source. This
confirmation essanlialy stetes that the Hospital will nol aveil any duplicate assistance Tor the same patienticasae from any other NGO or any ot sounce
2] Tha assistance from Koshika Foundation is anly financial in nature, The cholce of the restmentiprocedure advised/conducted by the Hospllal on the
pattant, s bassd on the amangement batwsan the patient & the Hospital, and i% in no way influehcad by Koshike Foundation, Hanca, the Hospital will
gssumme sole & complsls responaibliity of the treatment & |I's culcoma & safety of tha patisnl, and Kaeshika Faundation will have no role or responsibility

in the matier.
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