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1}1 hereby canfirm that all detaits In this Form are True to the best of my knuwiedge. Any Talse slatement wil render my Application & ongeing assistance, if any,
liate for rejectisn'cancellation.
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1) By affixing my signature of thumb Impression on this Farm, | {Applicant) herelyy agres & authoise Hoshika Foundatlan and it's Teustees o
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By affixing hereunder, signaturg of aur authorised Signalary far recommending this cesedpatient lor financhal assislance fram Koskika Foundation, we
{Haspital) hereby akirm & accept lollowing:

1) that wa neither are presenily nor will In fulure gvall ol inancial essistance Irgm anathar NGO or any cther source, for the same patient'case, as we are
requesting Lo gat from Hoshika Foundation, to ihe exlent that such assistance is graniled by Koshika Feundation, If the requested assislanca is nol granted
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2} The assistance from Keshika Foundation is anly francial in nature. The choice of Ihe treatmentprocedurs advisedfconducted by the Haspilal on the
patienl, is basad on the arrangement betwaon the patient & tha Hospital. and is in no way influgnced by Koshika Foundslion Hance, 1he Hospital will
assuma sola & complate responsiblity of the trestment & it's culceme & sataty of the patiant, and Koshika Foundaiken will have no mila ar responsibillly
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