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1} | hereby confirm Ihgt all detalls in this Form are True to the best of my krowiedge, Any felse statemant will rendar my Application & cngoing assstance. il any.
ligble for rejection/cancallalion,
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1} By afflxing my signature or thumb impression on this Form, | {Applicanl) herety agred & aulhoriza Koshlka Feundatlon and it's Trustees lo
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By affixing hareunder, signalure of our Authorised Signatory for recommending this casa/palient for inancial assistance from Koshikas Foundation, we
(Hasmtal) hareby affirm & accept [ollowing:
1} thal we neither are presenlly ner will In Lilure avall of inancial assislanca from another NGO or eny olher source, for the sama palienticase, as we gre
requosting to gal from Koshika Foundation, 1o the extent that such assistance is granted by Koshika Foundation. If the requested aszistance is ot granted
by Kashika Foundatlon, in part or in full, than the Hospital reserves its right 10 make up the shortfall from anathear NGO or any other saurce. This
confirmation essentially states thal the Hospital will nol avall any duplicats assistance for the same patienticase lrpm any cther NGO or any othet sgurce
2} The assistance from Koshika Foundalion is only financial in nalure, The choice of the reatmentfprocadure advisedfconducled by 1he Hospital an the
patiani, is bagsd on the arrangement batween the pationt & 1he Haspilal, and iz In ne way Inluenced by Koshika Foundation. Henca, 1ha Hospital will

Bssuma sile & complete respansibiity of the Ireatment & s cutcome & safely of the patient, and Koshike Foundallon will heve na role gr responsibily
in the matler
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