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1) 1 nereby confirm that all detalls in this Form are Trug to the best of my knowledge. Any false slatement will render my Application & ongoing essistance, / any,
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1) By affizlng my signature or thumb impression on this Form, | {Applicant) kereby agres & authorise Koshika Foundation and it's Trustees io
usaipublieh/pul-upireproduce my name, address. photo & delais of the "purpose”, for which such essistance is requesied/grantad, thraugh any
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By affixing hereunder, signature of our Authorised Signatory for mecommending thin case/patiant for financial assistance from Koshika Foundation, we
(Hospital) hereby &ffimn & accepl foflowing:
1] that we naither are prasantly nor will in future svall of fnanclal asslstance from another NGO or any other source, for the same palient'cass, as we ars
reguesting io gal from Koghika Foundation, |o the extent that such aesistance is granted by Koshika Feundation. If the requested assisiance i nal granted
by Koshlka Foundation, In part or in full, then the Hospital resecves ItUs right to maks up the shortfall from another NGO or any other source. This
canfirmation essantially siates thal the Hasplial will not avall any duplicale assistance for the same patient/case from any olher NGO or any ather sourca
2) The assistance from Kashika Foundation is only financial in nature, The choice of the tresfment/procedurs advised/conducted by the Hospital on tha
pallent, is based on the armangement betwesn the patiant & the Hospital, and Is in no way influencad by Koshika Foundation. Hanca, (he Honpits! will

assume sole & complets responsibility of the freatment & it's outcome & safety of the patient, and Koshiks Foundation will have no role or responsibility
in the matisr.
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