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1) | hereby confirm hat all detads in this Form are True 1o the best of my knowiedge. Any false statement will render my Application & ongolng assistance. If any,
limtrie for rejection/cancelation.
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1) By afiirig my signalure of thumb impression on this Form, | (Applicant) hersiby agres & auinorise Koshiks Foundation and ifs Trustoes to .
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By aficng hareunde:, signature of our Aumutuud Sigratory lor recommaending his casalpatient for inancial assistance lrom Koshika Foundalion, we
[Hospital) heretry affirm & accapt

1] st we nelther ane presently nor will in fulure avall of financial assintance from another NGO or any othar source, (or the same patientcase. a8 we are
raguesbng (o get om Koshiks Foundaton, o the exdent that such assistance s granted by Koshike Foundation, If ihe requested assisiance 5 nol granied
by Koshins Foundation, in part or in full, then the Hospital reservos it's right 1o make up the shortfall from another NGO of any other source, This
corfirmation essentially stntes thal the Hospital will nol avall any duplicale assistance for the same patienticase from any olier NGO or any other source
2} Tha assistance from Koghika Foundation iz only financial in nature. The choice of the reatmentiprocedure advisediconducted by the Hospital on tha
patent, b hiased on the srangement between e patient & the Hospltal, and & in no way Influenced by Koshiks Foundalion Hence. the Hospial wil
fssume sols & compiate responsibility of the treatment & it's outcome & safety of tha patient, and Koshika Foundafion will have no role of responsibiliy
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