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1} | heraby confiemn hal 3 delais n this Foem are True 1o the best of my knowledge, Any lalss statement will render my Application & ongoing sl
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1) By ffing my signature of thumb impression on ihis Form, | (Applicant) hereby agree & authorise Koshika Foundation and 1's Truslees Io
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By alfixing herounder, signatura of our Authordsed Signatory lor tecommending his easalpatient for financial sssistance from Koshika Foundation, we
{Hospital) hereby affirm & accap! following:
1) that we neiihr are presently nor will in fulure gvail of inancial assistance from another NGO or any othar source, for e same patient/case. as we ane
requesing to gel from Koshika Foundation, o the extent that such assistance is granied by Koshika Foundation. If the requesied sasistance i not granted
by Konhiin Foundation, in part or in full, then the Hospital reserves IU's Aght to maks up the shortiall from another NGO or any other source, This
confirmation essentizlly states that the Hospital will nol avall any duplicate assistance for the same patient/case trom any othet NGO or any pihar source
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wisume sole & complete respansibiiity of the treatment & Vs ouicome & safety of the patient, and Koshika Foundslion will have no role or responsiiity
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