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1 | hereby confmm that at details in this Form are Trusg to lhe best of Ay knewledoe. Any false stalement will render my Applheation & cngoing assislance., Hany,
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1) By affixing rmy signature or thumb impression an this Fozm, § {Applicant) heraby agrea & authorize Koshika Foundation and II's Trustees to
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Hy affixing hergunder, signature of our Authoriccd Signatory for recammending this ¢ase/palient for financial assistanca from Koshika Foundalion, we
{Hospilal] hereby affirm & accept fallowing:
1] that we neithes are presenlly ne will in oL 2wl ol linsnoal assistance rom snother NGO or any other source, for the same patienl/case, as we are
requesting 1o get from Kosaka Fagadatcn, Lo the exian: i such assistance i granted by Koshika Foundatian. [T the requasied assistence is nal granted
by Koshlka Foundzien, i par azin £, =il Hosgtal oserves it's ight 1o maks up the shortfall from anether NGO or any athar sourcs. This
confirmation sssentially stales that tee Hospilal vall not av ) any duplicale sssislance for the same patlenlicase from any dther NGO or any olher source.
7} The assistance from Kgshika Fourdalon is only inancial in mzture. The choice of he ireatmentprocadura advizadfeonducted by the Hospital on the
patient, Is based on the arrangement helwesn the patiznl & ke fospital, and is 17 ne way Influenced by Koshika Foundalion. Hance, the Heapdial will
aseume sale & complele resaonsibility of ke trealms T & s ol nma & safety of the patient, and Koshika Foundatlon will have no role or responsibilily
it 1he matter.
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