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11| heretry confirm that all dotais in this Form e True fo the best of my knowledge. Any false statemant will rendar my Application & angoing assistanca, ifany,
ftabila for rejectonicancelistion.

2] | wolamnly confirm that assistance, if received from Koshika Foundation, will be used cnly lor the "purpose”, as stabed in this Form, for which such assistance
was reguestsd by me
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1} By affizing my signature or thumb (mpression on this Form, | (Applicant) hereby agres & asulhorse Kaostika Foundation and i1's Trustess to
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with the Trustees of Koshika Foundation, snd their decision is this regard will be final end accepiable o ma
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By affiing hereundar, signature of our Authorised Swgnatory for recommaending thie caseipatient far financial sssistance from Keshike Foundahion, we
[Hospilal) kereby affirm & accepl following:
1) that we neither are gpresently nor will in future svail of financial assstence from anather NGO or gny othar source, for the same patient/Case, BS WE BIE
reduesting to get from Koeshika Foundation, to the axien thal such assistanca is granted by Koshiks Faundation. If the requestad sssistance is Aol granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's fight to make wp the shorfall from anothes NGO or 2ny other source. This
confirmation essentially states thal the Hospital will not avail any duplicale assistance for the same patient/case from any other NGO or any other source
2] The assistance from Koshikes Foundation s only financial in natura. The choica of the treatment/procedurs advised/conducted by the Hospital on the
patient, is based on the amengemant betwean (he patient & the Hospital, and is In no way influenced by Koshiks Foundation. Hence, (o Hospital will

assume sole & complete responsfbillty of the treatment & it's outcome & safety of the patient, and Koshlka Foundalion will have no role or responsibiity
in ihe& maller,
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