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1) | hareby confirm Ihat 84 dotals in this Ferm are True 1o ine bestol my knowledgo. Any fafse siatement will refider my Application & angalng assistance, if any,
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By affixing hossunder, signalure of our Authorsed Sigratory for recommending this casedpatient for financal asastance from Keshika Foundsation, we
(Hospital) harety affirm & accept lallowing:
1) that we neither are presentiy nar will in futura avall of financis| assistance fram ancther NGO or any olher source, for the same patienticase, 8s we are
requesting to gel from Koshika Faundation, to the extent that such assislance is granted by Koshika Foundation. I the requested gssistance is nol graniad
by Koshika Foundation, th part or in full, then the Hospital ressrves il's rght to maka up the shoritall fram ancthar NGO or any otfer source. This
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assume sale & complets redponsibility of the reatmant & it's outcome & salsty of the patient, and Koshiks Foundstion will have no role or respansibifily
in-the matlar
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