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1) | haraby confiem that all detalls In this Form are True (o Ihe best of my knowledgs, Any faize stetentent will render my Application & ongotng asslslance. of any
lizhla for rejectionfcancellalion.
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1) By gfixing tny signalure or thumb Impression on this Farm, | (Applicanl) hareby agree & aulhorlse Koshika Foundation and iI's Trushess 1o
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By afliing horaunder, signaturg of our Autherised Signatory for recommending Ihis caseipatienl for financial assistance frgm Koshika Foundation, we
(Hospital) heraby affirm 8 accepl fallawing:

1) that wa neither ara prasently nae will In future avail af finznclal assistance Irom another NGO or any other source, for the same patienl'casa, ag we are
requeshng 1a get from Koshika Foundalion, to the extent Ihat guch assistance is granted by Koshika Foundation. I Ihe requested assistance i% not granted
by Koshika Foundation, in parl of tn full, then the Huspital reserves it's righl 1o make up the shortfall from anathar NGO or any ofher source This
canillttration essenlially statas that the Hospital will not avail any duplicale assislance for tha seme palient'casa from any other NGO or any clher sourca
21 The assistance from Koshika Foundation is anly finangial in nature, The choice of the Iatmentprocedure advisedfconduciad by the Hospital gn tho
patient, is based on the arrangemant betwaen the patient & the Hagpital, and |5 in no way influsnced by ¥oshika Foundation. Hence, tha Hospilal will
aczuma zole & complete responsibllity of the Ireatment & IF's outcome & safety of the palient, and Koshika Foundation will have ng rale or respenslbility
irn the maller,
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