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1) | heteby confierm that all detalls in this Form are True 1o the best of my knowledge. Ary false staterment will rendes ry Application & ongaolng assistance. if any,
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1) By alfing my signalure or thumb mpression on this Form, | (Appicant) herety agree & authorise Koshika Foundation and ifs Trustees o
use/publishiput-upireproduce my name, address, photo & details of the “purpose”, for which such assistance is requestedigranted, through any
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By affixing hereunder, signalume of our Authorised Signalory for recommending this casa’patient for financial assistance from Koshika Foundation, we
[Hspital) herety affirm & accept following:
1) that we nalther are presently nor will in fulure avad of financial pasistance from another NGO o other sourcs, for the same patieni/cass, 65 we Bfe
reguesting o get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance s nal granted
by Moshika Foundation, m part or in full, then tha Hospital reserves it's right (o make up ihe shoetfall from another NGO or any other sourca, This
confirmation essentially stales that the Hospital will not avail any duplicals assistance for the same patient/cass from any other NGO or any other source
2] Tha assistance from Koshiks Foundation is only fmancial in nature. The cholce of the treatmentiprocedurs sdvised/conductad by the Hospital on tha
patient, ks based on the armangemant betwesen the patient 4 the Hospital, and is In no way iInfluenced by Koshika Foundation. Hence. the Hospital will

asseme sole & complele msponsibiiity of the treatment & it's outcomae & safaty of the patient, and Koshika Foundation will have no mle of responsitity
I the matter
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