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1) 1 baroby confirm thal all detalls i this Form aro True 10 the bast of my knowhodge Any false statemant will render my Agplication § ongoing assistance, f any,
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1] By aftwng my sigratung or thamb impression on tis Form, | (Appiicant) hereby agree & auinonse Koshia Foundation and ifs Truslees 1o
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By affiing hereundar, signature of our Authorised Signatory Tor recommaending this case/paliont for finnncisl assimtonce om Koshika Foundation. we
{Hospital) harety affirm & accept lolowing:

1) that wa nolther ame presanily nor will in future avall of Snancial sesisiancs rom anothor NGO or any ofher source, for the same peliont/case, 81 we are
requesting to get from Koshlks Foundation, 1o the exten! that such assisiance s granted by Koshika Foundation, f the requesied assistance s nol granted
by Moshia Foundation, in pan ot in full, then the Hospital ressrves it right 1o make up the shortfall from anolher NGO o any other source. This
confirmalion essenfially states fal the Hospital will not &vall any duplicals assstance for the same patient'cass from any other NGO or any other source
2) The assistance from Koshila Foundation is anly financial in nalure. The choica of the treaiment/proceduto advised/conducied by the Houpital on the
pafient, i basad on the emangement betwsan the patient & the Hospital, and is in no way Influenced by Koshika Foundation. Hence, the Hospital will
assuma solo & complole reuponuibiity of the treatment & il's outcoms & safoty of the patient, and Koghika Foundalion will have na role of rosponsibiity

in the matier.
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