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1} | herghy conlirm that all details i tis Form ars True to the best of my knowledge. Any false statement will render my Application & ongoing assistance. if any,
liable for mjectionicancelkaton. o _ .
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1] By affixing rny signature ar thumb impressien on this Faem, | [(Appllcanl) hereby agree 8 authorise Koshika Foundaton and it's Truslees 1o
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By aflixing hereunder, slgnature of our Authorised Signatory for recommanding this casalpatient for financial assistance from Keehika Foundation, we
{Hospital) hereby afrm & accepl Rillawing:

1) that we meither are presently nar wil bn future avait of financie! assistance from another MGO or any olher source, for the seme palienticase, as we are
requesting to gel from Koshika Foundalion, to the extenl thal such assislance is granted by Koeshika Foundation. Il ha requested assistance is not granted
by Koshika Foundation, in panl or in full, then the Hospital reserves II's nght 1o maks up the shartfall from another NGO or any other source, This
confirmalion essentially stales that the Hospital will not avall any duplicate assistance for lhe same patient’case Irom any cther NGO ar any othar source
2) The assistance from Koshika Foundation is anly financial in naturg. The cholca of the Irsatmentfprocadure advisediconductad by the Hospital on Ihe
patient, is based on the erangement batween ihe pallent & the Hospital, and i3 in no way infuenced by Koshika Foundation. Hence, 1the Hospital will
assume sole & complele responsibility of the trealment & it's cuicome & safety of the patient, and Keshiks Foundalion will have no role or responsibility
in the matter,
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