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1) | hereby confirm fhat ol detalls in this Form are True o the best of my knowledge. Any false stalement will render my Application & angoing assistanco, it any,
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2) I'sulemnly confirm Ihat assistance. If received from Koshika Foundation, will ba used only for the *purpose”, a¢ stated in this Farm. for which such assistance
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1} By affixing my ssgnature or thumb impression on this Faorm, | {Applicant) hereby agres & aulhorise Koshika Faundation and iUs Trusiess fo
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By affiung hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Faundalion, we
(Hospital) hereby afnm & atcapt following:

1} thal we neither are preseatly nor will in future avail of finenclal rasistance from ancther NGO or any other source, for the same pallenticase, as we are
requesting |o get from Keshika Foundation, to the extent thet such assistance is granied by Koshika Foundation. If the requested assistance fs nol granied
by Koshika Foundation, in part or in full, then the Hosplial reserves it's right 1o make up the shartiall fram another NGO or any other source. This
confirmation essentially states thal the Hospital will nol avail any duplicate essistance for the same patlentcase from any olier NGO or any ather saurce
2} The assistance from Koshike Foundation is only financlal In nature, The chalce of the treatment/procedure advisediconducled by the Hospital on the
patiart, is basad on the srrangement batween the patient & the Hospital, and in In no way influsnosd by Koshlka Foundation Hence, the Hospital will

assume sole & complete responsibility of the restment & It's outcome & safety of the patisnl, and Koshiks Faundation will have no rale or responsibility
In e matter
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