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1} | hereby confirm that all detalls in this Form are True to the best of my knowledge. Any false stalement will render my Application & angoing assistance, if any,
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1) By atfixing my signalure or thumb impression on this Form, | {Applicant) hereby sgres & authorise Koshika Foundation and (I's Trustees o
uselpublishiput-upTeproduce my name, address, phato & detalls of the "purpose”, for which such assistance Is requestedigranted, through any
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with the Trustees of Koshiks Foundzitlon, and thalr decision ls this regard will be final and acceptable o me.
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By affiing hemsundar, signature of our Aulhorsad Signatory for recommanding 1his casa/patient for financial sssistance from Koshika Foundation, we
(Hospital) herety affimn & accepl lollowing:

1] that we neither ore presently nor will in future avail of financial asststance (rom another NGO of sny other sourca, for the same palisnticase, B wa are
reguesiing 1o gel from Koshika Foundation, to the extand thal such assistance is granted by Koshlka Foundation, If the requested assistance is nol granted
by Koshikes Foundation, in part o in full, then the Hospital reserves it's right 1o make up the shartfall from another NGO or sny other source. This
confirmation esseniially stales that the Hospital will nol @vall any duplicate assiztance lor the sama patlent/case from any other NGO or sny othar sourcs
2} The assistance from Koshiks Foundalion is only Snancial in nature, The cholge of the trestment/procedure advisediconduciod by the Hosgilal on the
patisnt, ls based on the arengement between the patient & the Hospltal, and is In no way Influenced by Koshiks Foundation. Hence, the Hospital will

assume soie & complate responsibility of the treatmant & its outcoms & safety of the patlant, end Kashika Foundation will have no role or responsibility
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