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1} 1 hereby confirm thal &l details i Ihls Form ane Trss to the basl of my knowdedge, Any false stalement will render my Application & ongoing assislance, i any,
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1) By affixing my signalure or thumb Impression on this Farm, | (Applicanl) hereby agree & authorise Koshika Foundation and #t's Teustass 1o
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By alfining hereunder, signature of gur Authodzed Signatory for recommending Whls caselpalent far inanclial assistance ffom Koshika Foundatian, we
{Haspital) hareby alfirm & accept Iollowing:

1} thal we neither ara gresenlly ner will in lulure avail of financial assigtence Irom anothet NGO or any ciher scurce, for the same patientcase, 25 we are
requasting te gel frem Kashika Foundation, o the exlent thal such assistanca is granted by Koshika Feundation, i he requested assistance is nol granted
by ¥oshika Faundation, in part or in full, then the Hospilal reserves iI's right to make up tha shartfall from another M0 or any other souree. This
confirmation ezgentially states thal the Hospital wii nol avail any duplicate asslstance for tha same patienticase from any other NGO or any olher source
2) The aseistance from Koshika Foundation is only inancial in nature. The choica af the Irsatmentfprotedure advisedfconducted by the Hospital on the
patient, iz based on the arrapgement batweean the palkent & the Hospital, and s In ne way Inflvenced by Koshika Foundalkon. Hence, the Hosgilal wil
assume sole & complete responsibility of the Ireatrment & iI's sutcoma & satety of the petiant, and Koshika Foundation will have na rele or msponsibility
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