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1] 1 hereby condirm that 8l details in this Form are True to the besl of my knpwledge Any false statement will rendes my Application & dngoing s=sistance, 1 any,
liahls bor repection/cancefialion.

2) | selemnly confirm that assistance, if receved from Koshika Foundatian, will b wsed only for the “purpase”, as stated |n this Form, for which such assistance

wes requested by me
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1} By affiaing my signatute of thumb impression on this Form, | {Applicant] hereby agree & authorise Koshika Foundation and it's Trustees 1o
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By affixing hereunder, ssgnatura of our Authorised Signatery for recommending this casa/patient for financial aseistance from Koshika Foundatian, we
{Hospital) hareby afirm & accept follawing

1) that we meither are prosantly nor will in future svad of financial assistance from anciher NGO of any other source, for the same patlent/cass, as we are
requesting to gel fram Koshika Foundation, 1o the extent thal such sesistance s granted by Koshika Foundation. If the requesied sssistance is not granied
by Knoshika Foundation, in part or in full, then the Hospital reserves It's right 1o make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will ot avall any duplicate aseistance for the same patienticose from any other NGO or any other source.
%) The assistance from Koshika Foundation is anly financlal in nature. The cholce of the treatment/procedure advised/conducted by the Haospital on he
patient, |s bassd on the sirengement batwean the patient & the Hospital, and is in no way influenced by Koshike Foundation. Hence, the Hosphal will
sssume sole & complste responsibility of the treatment & it's cutsome & safely of the patient, and Koshika Foundation will have no rols o respansibiily
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