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1) | heratyy confiem that all detaits in this Form are Trua to the best of my knowledge. Any (sise statement will render my Applicsfion & ongoing assistance, i any,
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2) I-solemniy confirm that assistance, if recaived from Koeshika Foundstion, will b used only for the "purposs”, a4 stated in this Form, for which soch assistancs
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1) By affixing my signature or thumb Impression an this Farm, | (Appllcant) heseby agres & authorise Koshika Foundalion and ii's Trustees to
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with ine Trusises of Keshiks Foundatlan, and their decision |2 thiz regard will ba final and aceeplabla o me.
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By alfixing haraunder, signature of our Authotised Slgnatory tor recommending Ihis case/patient for financial essisiance from Koshiks Feundation, wa
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1] that we neither are prasently mor will In futurs avail of financlal assistonce from another NGO or any ather source, for the same palisnlcase, ag we ore
requesting to gal from Keshika Foundation, to the extent that such assistance is granted by Koshika Foundstion, i the requesied assistance is not granted
by Koshika Faundatian, In part or in full, then the Hespital reserves if's right to make up the shorifall from apother NGO ar any other source, This
confirmation essentially states thal the Hospliz! will not avall any duplicals assistance for the sama patisnt/cass from any other NGO or any other source,
2} The assistance from Koshika Foundation is only finanetal in nature. The choice of the treatment/procedurs advissdiconducted by the Hospital on the
palient. is besed on the arrengement between the patient & the Hospltal, wnd 15 in no way Influsnced by Koshika Foundation. Henca, the Huspital will

gssuma sola B complets responsibillly of the trestment & it's outcome & safsty of the patient, and Koshika Foundetion will have no role or responsiblilty
in ha matter
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