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1) | hereby confirm that all detaits in this Form are True to the best of my knowledge. Any falss statement will render my Application & ongoing essistance, [ any,
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1) By affising my signature or thumb (mpression on this Form, | (Applicant) hereby agree & aulhorise Koshlka Foundatlon and i|'s Trusiees lo
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By effimng hereunder, signature of pur Authorised Signatory for recommending this casefpatent for financial assistance from Koshika Foundation, we
(Hospital) heretsy affirm & accepl following:

1] that wa neither are presently ner will in future avall of financial assistance from another NGO or any other source, for the same palient/case, 85 we are
requasting to get from Koshika Foundstion, to the extent tha! such assisiance is granted by Koshika Foundation. If the requesied assistance is nol granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shartlall from anctner NGO or any other source. This
confirmation essentially states thal the Hospital will not avall any duplieals assistance for (ha sama patisnt/case from any other NGO or any oiher source.
2} The assistance from Koshika Foundation |s only financial in nalure. The cholce of the treatmant/procedure advisedfconducied by the Hospital on the
patiant, s based on the errangement betwesn the patient & the Hospitai, and is in no way influenced by Koshika Foundation, Henca, the Hospital will
assume solo & complets responsibliity of the treatment & IU's outcome & safety of the patlent, snd Koshika Foundation will have no roke or responsibility

im the matter.
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