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1)1 herety confirm thal all detalls in ihis Form are True 1o the best of my knowledge. Any Ialse sialement will render my Applicalion & cngaing
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1) By affixing my sigriature of thumb impression on ihis Form, | {Applicant) heraby agree & suthorise Koshika Foundalion and IU's Trusiees 1o
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By alfing hereunder. signature of our Authorised Signatory lor recommending this case/patient Tor financial assistance frosm Koshika Founcation, wo
{Hospital) heraby affirm & accept following:

1) that we nelthes-ars prasently nor will in future avail of financisl assistance from another NGO or any other source, for the same patient/case, 85 we &re
requesling o get from Koshika Foundation. bo the extent that such assistance |s granted by Koshika Foundation. If the requested assistance is not granted
by Kostilka Foundation, in part orin full, then the Hospital resarves it's right to maks up the shortisl from ancther NGO or any othar source. This
conlirmation assentiafy siates that the Hospital will not avell any duplicate assistance for the sama pateni/case from any othet NGO or any oiher source
2] The assistance from Kostuka Foundation is only financial in nature. The cholce of (he treaiment/procedure advisediconducted by the Haspetal an the
patient, Is based on the arrangement betwesn the patient & the Hospital, and is in no way influgnced by Koshiks Foundalion. Hence, thi Hosplial wil
assume solo & complete respongibility of the trestment & if's outcome & safety of the pationt, and Koshika Foundation will have no role ar responsdbiliy
in the matier,
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