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1) 1 heraby confirm that all detalis in this Farm are True to the best of my knowledgs, Any lalse statement will render my Appéication 4 ongairg assistance, If any,
l|ahle far rejection/canceiation

2} | scsamnly confirm that assistance, if recelvad from Koshika Foundstion, will be used only for the purpase”, as stated in this Farm, far which such ashlstanca
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1) By affixing my signature ar thumb impressian on his Fomn, | [Applicant) hareby sgres & sulhorise Koshia Foundstion and 1's Trustess (o
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will nat mutomiticatly entitle ma for receiving o cenlinuing the seid sssistance, The decision for granting gnd/or conlinuing the aesistance will rest solaly
wiith the Trustaas of Koshika Foundalion, and thelr dectsion is thisregard will be-final end scceptabls to ma.
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By affng hereunder. signature of our Authonsad Signatory for recommending this casaipatient for inancial assistance from Hoshikag Foundsation, we
(Hospital) hereoy affirm & accept follawing

1} that we noither sre presently nor will in future avel of financial assistance from another NGO or any pthar source, for the same pallenticase, as we ara.
requesting to gel from Koshika Foundation, 1o the extent Mat such assisiance i granied by Koshika Foundation If thie requested assistance is not granied
by Koshika Foundation, In part or in full, then the Hospital reserves 's right 1o make up the shodfall from another NGO or any other source. This
confirmation sesenlially states that the Hospital wil not avail any dupticate assistance for the same patlent'cass from any other RGO or &ny other source.
2) The assistance lrom Koshika Foundation (= only financial in nature. 'he choice of the treatment/procedurs advised/conducled by the Hospital an the
patienl, s based on the arangsmen between the patient & the Hospital, and is in no way inlluenced by Koshika Foundation, Henca, the Hosphal will
assume sole & complata respansility of the treatment & it's outcome & safety of the palent, and Koshika Foundation will hawe no role or respansibiiity
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