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1)1 hereby confirm fhiat il details in this Farm are True Lo e Best ol my kndwlodges, Any fatso statament will render my Applieation & ongaleg assistance, IFany,
liabie far re|ection/cancallation.
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3} | hereby canfirm that | have not & will not in future, avail of reimbursemant, in gant o in fl, from sy ol sourcalemployen/nsierance company. of the amount
for which this assistance is requested.
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By affixing hereunder, signature of our Authorised Signatory for recommanding ihis case/pationt for financis) sssistance from Kashikg Foundation, we

(Hospital) hereby sffim & necept following,

1) that we neithor are presently nor will in future avall of financlat rsaistance fram another NGO or any other source, for the same patlent/caze, as we ore

requesting lo gal from Keahlks Foundatlon, to the extent that such nssistance is granted by Koahike Foundation. | the reguestod assistance is not grantod

by Roshika Foundatian, in par of In full, then e Hospital reserves [U's nght 1o make up the shortfsll from onother NGO or any other source. This

canfirmilion sssomlially states that the Hospital will not avall any duplicats sssistance for (he s2me patienlcass from any other NGO or any other source.
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assume sole & completa rezponsibiity of the trastment & {'s outcome & sately of the patient, and Kothlka Foundation will have no tole or respanstbility

in the malter
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