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1) | haraly canfinm that all detalls in this Feirm sre Troe (o the best of my knowledge. Any taise statoment will render. my Application & angoing assistance, it any,
liabim for rejpction‘cancediatian

2} | sobamnly confirm that assistance, | received fram Koshika Foundation, will be used only for tha *purpose’, 8s stated in this Form, for which such AssiEtancs

was rpguestad by me
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1) By-affixing my signatura or (humb impression on this Foem, | (Applicant) heraby egrea & authorise Koghika Foundslion and it's Trustess o
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will not autormatically entlie ma for recaiving or conlinuing the seid essistance. The decislan for granting andior continuing the sssistance will rest solely
with the Trustess of Koshika Foundation, s thair decleion i3 this regard will be final and accepluble iome
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By affizing heieundar, signature of eur Authorized Signalary lor fecoimmending this case/patient for financial aesistence from Koshika Foundatkon, we
{Hospstal) hareby alfirm & sccept following:

1) thal wis neilber are presently noe will in futurs avail of fnancial assistsnce Irom antinel NGO or any olner source, for the same patiant/case, as we are
requesting to gat from Koshika Foundation, 1o the extant thel such assistance is granied by Koshika Foundation, If the requesied assistance is niot granied
by Koshika Foundation, In part or in full, then the Hospitsl reserves It's right 1o make up the shorfal from another NGO or any other source. This _
confirmation essentlally states that the Hospital will not avall any duplicale assistance for e spme patienticasa from any other NGO br &ny other source.
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patient, is based on the smangement between the patient & the Hospital, and Is in no way influsnced by Koshika Foundation, Hance, tha Hospital will
assume sole & complete responsibiiity of the ireatment & |'s outcoma & safety of the patient, and Koshika Foundation will have na role o respansibility
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