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1) | hereby conflem that ail detads in this Form are True (o the best of my knowledge. Any fatee statement will render my Application & ongoing assistance, if any,
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1) By affixing my signature or thumb impression on this Form, | [Applicant) hereby agroe & authorisa Koshika Foundation and it's Trusteas o
usa/publishiput-up/reproduce my name, address. photo & details of the “purpese”, for which such sssistance |s requesladigraniad, through any
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By affixing hereunder, signature of eur Authorised Signatory for recommending this caseipatien! for financial assistance from Koshika Faundation, we
(Haspital) heraby affirm & accept Tallowing:

1) that we neitier ars presently noe will in luture avall of linancial assistance from another NGO or any other sourca, for this ame patient/case, as we ane
reguesting to get from Koshika Foundation, (o the oxtent that such assistance is granted by Koshika Foundation. If the requested assistanca is not granted
by Koshika Foundafion, in part or In full, ihen the Hospltal resarves il's right to make up the shartfall from another NGO o any ather sourca. This
confirmation essentially states thal the Hespital will nol evail any duplicate assistance lor the same patient/case from any other NGO or any other source
2] The assistance from Koshika Foundalion i only financial In nature. Thi choles of the reatment/procedure advisediconductad by tha Haspltal on hi
patient, is based on the arrangamant batwasn the patient & the Hoapital, and i3 in no way influenced by Koshlka Foundation. Hence, the Hoapital will
assima aola & complels responsibility of the reatment & it's outoome & safety of the patisnt, end Koshiks Foundation will have no mie or espansibifity
mn fhe matter
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