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2} | soleminly confirm that assistance, If recefved from Koshike Foundation, will be used only for the “purpose®, as stated In this Form, for which such assistance
was requested by me.
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1) By aflixing my signature or thumb impression on this Form, | (Applicant) hereby agree & aulhorise Koshika Foundation and it's Trustees to
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with the Trusless of Koshika Foundation, and their decision is this regard will be final and acceptable 1o me.
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By affixing hereunder, signature of our Authorised Signatory for recommending this cose/palient for financlal assistance from Koshika Foundation, we
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1) that we neither are presently nof will In future avall of financial assistance from another NGO or any other sourca, for the same patient/case, a8 we are
requesting to get from Koshika Foundation, 1o the extant that such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital resarves its right 1o make up the shortfall from another NGO o any other soufce. This
confirmation essantially stales that the Hospital will not avail eny duplicate assistance for the same palient/case from any other NGO of any other source
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