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1} | hereby confirm that all defalls in this Form are True to the best of my knowledge, Any false statomant will render my Application & ongaing sssistance, if any,
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1) By affixing my signature or thumb impression an this Form, | {Applicant) haraby agree & aulthorise Koshiks Foundation and I's Trrstess o
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By affixing hareunder, signafure of our Authorised Signatory for recommending this casa/patient for finencial assistance rom Koshika Foundation, we
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1] thal wa nelther are precently nor will in fulre avall of financial assistance from another NGO or any other source, for Ihe same patient/case, as we are
ragquasting to gol from Koshika Foundation, to the extent that such assistance is granied by Koshika Foundation, If the requested assistanca is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves Us right 1o make up the shartfall from another NGO or any other sourca. This
confirmation esseniiaiy states that tha Hospital will not avall any duplicates asststance for the same Fatient/cass from any other NGO o any athar sourcs
2] The assistance from Koshike Foundation is only financial in nature, The choice of the reatmentfprocedure advisediconducted by the Hospital on tha
pathent, is based on the amangement batwaen the patient & the Hospital, and is in no way Influenced by Koshiks Foundation. Hanca, the Hospital will
pssume sole & complete responsibllity of the treatmant & II's outcoma & safety of the patienl, and Koshika Foundation will have no role or responsibility
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