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1 1 hereby confinm ihat all details in this Form efe Tree o the best of my knowledge. Any (alza statement will render my Application & of
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1} By affixing my signaturs or thumb Imprassien on Inis Form, | (Applicant) hereby egres & aulharise Koshika Foundation and it's Trustees to
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By affixing hosgunder, siansture of our Authorised Slopatary for recommending this cesefpatlent far financlal essistance from Keshika Foundation, we
{Hospital) hareby affirm & aceept liowing:

1) that we neither are presenlly nor will in fulure Svail of financlal asslsiance from another NGO or any ethar sourca, [or the sams paiienticase, as we are
requesting to get rom Koshika Foundation, Lo the exlznl that such sssistance is granted by Koshika Founcalion, If the requested assistance is not granted
by Koshika Foungalian, in partor In full, then the Hospital reserves €5 right to make up the sherifall from ancther NGO ar any other sources. This
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patient, is based on tha atrangamant between the patient & the Hospital, and Is in no way influsncod by Koshlka Foundation, Hence, the Hospital will
assume sols & complsla responsibility of the fteatment & s culcome & sefiety of the palient, and Koshika Foundstion wili have no rale or responsibillty
in tha miatiar.
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