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1) | hersby confirm that all detalls in this Form are True io the best of my knowledge. Any false statement will render my Application 8 angoing essistance, if any,
lisbie for rejechon/mnoelation.
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1) By affixing my signature or thumb imprassion on this Form, | (Applicant) hereby agree & aulhorise Kosnika Foundation and iV's Trustees 1o
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By affixing heseunder, signature of our Authorsed Signatery for recommanding thls casadpationt for financial assistance from Koshika Foundation, we
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requesting o gel Irom Koshika Foundation, 1o the exten! that such assislance {s granted by Koshika Foundation, If the requested assistance s not granied
by Koshike Foundation, in part or in full, then the Hespital reserves (1's ight to makes up the shortfall from anolber NGO or any other source. This
confirmalion essentlally states that the Hospital will not ovail any duplicate assistance for the same patient/case from any other NGO or any other source.
2) The assistance frem Koshika Foundatian |s only financial in nature. The cholce of the reatment/procedure advised/conducted by the Hospital on the
patient, is based on the arrangement between he patient & the Hospital, and is m no way influanced by Koshika Foundation. Hance, the Hospital wil
assume solo & complate responsibliity of the troatment & il's culcome & safely af the patent, and Koshika Foundation will have no rale or responsibility

in the matter.
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