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1} | hereby oonfirm that all details in this Form are Trug o the best of my knowledge. Any false stalement will render my Application & ongoing assiglance, if any,
liakle for rejectionicancellation.

23 | salemnly confim that assistance, i recalvad from Kosnika Foundation, will ke used onty for the “nurpese”, 85 Steted in this Form, Tor which wuch azsistance
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fow which this aszistance is requested
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1) By affizing my signaturs or thumb impressien on this Form, | {Applicanl) hersby agree & aulharise Keshika Foundation end it's Trusices 10
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Ey affiing hereunder, signature of our Autharised Signatary for recommendimg Ihis case/patient for fnangial asziglance from Koshika Foundalion, we
{Haspital) hereby affirm & socep! follwing

1) that wo nwither are presently nor will in future avail of financial assistance froen analher NGO or any other sourcs, for the same patienl'case, 8% we arg
requasiing to gal from Koshika Foundation, fo the cident that such assistahce i§ granted by Koshika Foundation. IF the requested assistance iz not granted
by Kouhikis Foundation, in part or in full, thien ihe Hospiial ressrves it's rigit o make up the sherifall from ancther NGO or any other saurce. This
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2} The essistance from Keshika Foundation is only financial in nature. The choice of the trealmant/procedure advised/condusctiod by ihe Haospital an the
patient, is based on the armngsment betwaen the patient & the Hoapltal, and is in no way influsnced by Koshlka Foundation, Hance, the Hozpital will
mssume sole & complote responsibility of the treatment & it's oulcome & safety of the patont, and Koshike Foundstion will have no role ar responsibitity
in the matler.
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