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1) By afaing my signatura or humb impression on this Form, | (Applicant) hereby agree & authorise Koshiks Foundation and it's Trustees 1o
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By alfixing hersunder, signature of our Authorsed Signatory for recommanding this caselpalient for kinancial sssislancs from Koshiks Foundation, we
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1) that we neithor are presently nor will in future avall of financlal sssistance Irom another NGO or any ofher source, lof the same patienl/cass, os we are
requasting to gel from Koshiks Foundalion, to the extent thet such assistance is granted by Koshika Foundation. If the requestad sssistance is nol granied
bry Moshika Foundation, in part or in full, theh the Hoapital reserves it's right 1o maks up the shortfsll from ancther NGO or any olher source, This
confirmation sssentally states thal the Hospital will not evall any duplicste essistance for the same patienticass from any other NGO or any other source.
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assuma solo & complole responsibdity of the reatment & it's oulcome & anfety of the patlent, and Koshika Foundation will have no role or responsibility
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