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1] 1 haraty confirm (hal 80 getails in Wis Form ae True o s best of my knowledge. Any false statemant will render my Appication & ongoing sssistance, if any,
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2} | solemnly confirm that assistance, if recered from Koshika Foundation, will be used only for the "purpose”, &5 staled In this Form, for which such assistance
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1) By afflzing my signalurs or thumb Impresshan on this Form, | (Applicant) hereby sgree & authorisa Koshika Foundation and it's Trustees to
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By aflung hereunder, sigralure of our Aulhonsed Signatory for recommending this case/patient for finsnciel essistance from Koshika Foundation, wa
(Haspital} hereby affirm & accept lollowing

1) ihal we naithar are presanfly nof will in future avail of financial assistance from another NGO o any ather source, for the seme patient/case, as we are
requesting to get om Koshika Faundation, to the exient that such assistence is granted by Koshika Foundation, Il the requésied assistance (s not granted
by Koshika Foundation. in part ar in full, then the Hospital reserves it's fght to maks up the shartfall from anothar NGO or any othar source. This
confirmation essanfially states that ihe Hosplial will nel avall any duplicals assistance for the sama palianiicase from any other NGO or any othar source.
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patieni, ts based on the smangement between the patient & the Hospital, and is In no way influanced by Koshika Foundation, Hence, the Hospitsl will
assuma sole & complste responsibility of the reatment & it's outcoma & safety of the patient, and Koshika Foundation will hava rio role or responsibility
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