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2) | sclomedy confiem that ssaistance,  received from Koshika Foundation, wil be used only for the ‘purpose”, as stated i tNs Form, for which such
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1) By affixing my signature of thumd impression on this Fonm, | {Applicant) hereby agree & authorse Koshika Foundation and if's Trustess 1o
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By afMixing hereundar, signalure of our Authorsed Signatary for recommonding s caseationt for financial aasistance froen Koahia Foundation, wo
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1) hat we naither are prasently nor will in fture avall of financial assistance from another NGO or any other source, or (he same patientcase, as wo are
roguesting 0 got fram Kosiie Foundation, 10 the axient that such sssstance is granted by Koshika If the requested assistance |s Not granmied
by Xcahikas Foundation, i part o In full, then ha Hospital resarves U's right to mata up the shorfall from another NGO or any other source., This
confirmaten essentially statos that the Hospital will not avall any duglicate assistance for the same patient/case from any other NGO or any cther source.
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