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1) | horakey conlirm that il detalls in this Form ace Troe 1o the best of ny knowledge. Any false ststement will render my Applicstion & ongolng assistance, f any.
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By sfflzing hamunder, signalure of aur Authonssd Signatory for recommanding this cana/patient for financial assistance from Koahika Foundation, we
(Hospital) hereby afirm & accept following:
1)t wa npither are prasontly nor will in futuse ovall of financial sesistance from another NGO or any other source. for Ihe same pallent/cass, Bs we are
to gel from Koshika Foundation, to the extent that such assistance s granted by Koshika Foundation. If the reguestsd assislance |5 nol granted
by Koshika Foundation, in part or in full, then the Hoaplial reserves it fight 1o maki up the shortfall from ancther NGO o any othar source. This
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assuma solo & compisle reuponuibiity of the reatmant & i'e outoome & safuty of the patient. and Koshiks Foundation will hava no role or responsibility
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