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1) | ety confln thal all dessils in this Fortm are Trae 1o the bast of my knowleage. Any false statement will render my Application & angaing a
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1) By-atfixirg my signatuse or thumb impression on this Form. | (Applicant) herany agree & aulhorlse Koshika Foundalion and if's Trustess o
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Sy affing hersunder, signatune of aur Authonsed Swnztory for recammending this case/patiznt for financlal asmistance from Kashika Foundabon, we
(Hospitad) heraty &firm & sccept following:

1] that we naither are presently nor will in huture avall of financial assislance from anather NGO of any other saurce, for the same patientcase; as we sre
retuesting to.gel fram Koshika Foundation, to the extent thal such assistance is grantad by Koshika Foundation, |f the requested assistance is not grantad
by Kashika Foundation, in gart orin full, then the Hospital reserves (s right te make up the shorfal from another NGO ar any other source. This
cenfirmation essentially states that the Haspital will not avall any duplicate assiztance for the same patisnticase from any other NGO or any ather solrce.
21 The assiziznce from Koshika Foundation is anly financial im nature, The choice of the trestmentprocedure advisodicondunied by tha Hasgpltal on the
parient, ik based on the- arrangement between e paliant & the Hospital, and is in no way influencad by Koshika Foundatlon. Hence, tha Hosplizl wil
gagume sole & complste respansibility of the treatmant & IF's outcome & safety of tha patient, and Koshika Foundation will have no role or responsinility
Inthe matter.
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