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1} | herety conlirm thal all details in this Form are True to the best ol my knowledge, Any faise stalerment will render my Application & ongoing assistance, if any,
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1) By affixing my stgrature or thumb impression on this Form, | (Applicant) hereby sgree & suthorss Koshika Foundathon and 118 Trustess o
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with the Trustees of Koshika Foundation, and their decision is this regard will ba final and acceplable 1o me,
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By affixing herounder, signaluig of our Authorised Signatory lor recommanding (his cass/patiant for firancinl assistance from Koshiks Foundalion, we
{Hospital) herety affirm & accapt following:

1) thart we naittver & presently nof will in future avall of financial pssistance from another NGO ar any othar source, for the same pafient'case, a8 we ars
reguesting 1o gel from Keehika Foundaton, io the extent that such assistance is granted by Koshika Foundation. If the requasted assislance is nol granied
by Koshika Foundatian, in par or i full, then the Hosplisl reserves iUs right to make up the shortfal from another NGO or any olther source. This
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patient, is based on the erangement between the patient & the Hospltal, and |s in no way Influsnced by Koshiks Foundation. Hence, 1he Hespmtal wil
assume sole & complele responsibility of the treatmant & IU's outcoma & safety of the patient. snd Koshika Foundation will hiave na role or responsibillty
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