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131 heraby confirm thetall detais in thisForm are Trus 1o the bast of my knawiedge. Any falce statomuent will render my Application & ananing assistance, if any,
ifable Tor rejection/zanceiision.

23 L solemnly confirm that assistance, freceived from Koshika Foundation, will ke osed only for the "purposs”, @ sizted In this Form, for which such gssistance
was requesind by me
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far which thie assistance is requested
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1) By affixing my signature or Ihumb Impressian on this Form, |1 Applicant} hereby agree & authorisa Keshika Foundaton-and it's Trustees io

use/publish/pul-upfreprotice my name; address, pholo & detalls of the *purpose’, for which such assistence |3 requasiedigranted, throwghany
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By aflixing hereunder, signalure of our Aullorised Signetory for recommanding Lhis case/palivnt lor linancial essistance from Koshika Foundation, we
[Hosplal) haraby allirm & acoent following:

1)ttt war ngdthar ane peesantly roc will o future gvanl of finarcel essisisnca from arother NGO or any othar scorca, for the same patienticasa, as we are
requisting to get from Koshika Foundation, to the extent that such assisiance is granied by Koshika Foungation If the requesied assistance Is nol granied
by Koshiks Foundaton, in par or in jull, then the Hespital raserves i1's fight to-make up Ihe shorifall from another NGO of any other source. This
confirmation essentially states thal the Hoapital will nal avail any duplicsle assistance for the same pafienticass from any other NGO or any athar source
#) The assistanme rom Koshile Foundation is only financeal n neturs, The choice of the irestmenliprocedure sdvised’conducted by the Hospilal on the
patienl, is besed on the arangemant behween the patient & the Hoepltal, and i= in no way influanced by Koshika Foundation, Henoe, the Hospital will

arsume sole & complate reeparsibdlily of the treatmeant & I's outcoms & safety of the patient, and Koshika Foundation will have no-role or respansibifity
I the Triatlsr.
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