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1} | hetedy confirm that il dotalls in this Form are Truo to the best of my knowledge. Any false stalomant will render my Application & ongaing #ssistance, i any,
hable for ejechon/cancellaton,

2 | solemnly confirm thet assistance, If received from Koahike Foundation, will be usad only for the “purpase”, 88 sfaled in this Farm, far which duch sssistances
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1] By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and i's Trusteas o
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By affixing hereundar, signalure of our Authorised Signatory for recommanding Ihis casa/patient for financisl assistance from Keshika Foundation, we
{Hospital) hareby affirm & accaplt following
1] that we naither are presently nor will in !ulure avall of fimancial sssistance from anolher NGO or any other source, for the same patisnt/case, as we are
mguesting to gel from Koshika Foundation, o the extan that such assistance is granted by Kouhika Foundation. I the requested assistance |s nol graniad
by Koshika Foundation, in parl or in full, (hen the Hospital reserves 03 right la make up the shortfall from another NGO or any othar source. Thils
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2| The assistance from Koshlka Foundation is only financial in nature. The chalce of the lreatmant/procedure advised/conducted by the Hospital on the
patiant, s based on the arangamant between the patient & the Hospital, and Is in no way influenced by Koshika Foundation. Hence. the Hospltal will

pasume sole & completé responsibility of the freatment & s oulcome & safely of the patient, and Koshika Feundation will have na role or responsibility
in the matar
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