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1} | hereby confirm that all details in this Form are True ta the besl of my knowledge, Any fales statemenl will render my Application & ongoing assiglance, if any,
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1} By affixing my sigrature ar thimb imprassion on this Form, | {Applicant} herety sgree & aulhorisa Koshika Foundatian and II's Trusteas to
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By affixing hergunder, signature of sur Authorised Signatory for recammending this case/patient for financial assistance from Koshika Foundation, wé
(Hoapial) hersby affirm & acceg following:

1) that we naither are presently nor will in future oveil of finencel Gsssitance from grodher WGO or any other source, for the same patigrt’case, a5 we are
requesiing iz gel lrom Koshiks Foundation, io the exlen! thal such assistance is granted by Koshika Foundalion. |f the requesied sssislance is not granied
by Keshika Foundation, in part of in Tl then the Hospitsl reserves it's right to maka up the shortfall from another NGO ar any other source. This
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pabient, is based on Me arrangement betwean he patiant & the Hospital, and i |n no way Influenced by Koshika Foundation. Hence, the Hospital will
assume sobe & complsle responsibiity of the treatment & if's outcome & salety of the palient, and Keshika Foundation will have no rele or responsibiliy

inn the matter.
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