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1) | hereby confirm that sl details inthis Form aee True 1o the best of my knowledoe. Any Tslse statamznt will rendar my Application & engaing assistance, ifany,
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1} By alfixing my signature or thums impression on this Farm, | Applicant) hereby agras & authonss Koshika Foundation and it's Trestees to
use/publshipul-solieoroduce my naime, Bddress, pholo & detrils of the "ourpose”, for which such assistance Is requosted/grantad, thraugh any
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will rint aulpmaticalty entitle me for receiving or continuling the sald assistance, The decigion for granting andior conlinuing the assistance will rest salaly
with the Trustees of Koshid Foundation, and |helr decision iz this regard will be final and accsplabie o me
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By affixing hereunder, signElurs of our-Althanssd Signsfary for recommending this casepatiant for financal assmtanch from Koshiks Foundation. we
{Hosplial) hersby affirm & scoepl fallowing,

1) that wa rmithar Geg presently nor will in futurs avail of fmancial essisiance from asother NGO or sny olher sgurce, for the same patientcass, a8 wa &re
saauasling to gat lrom Keahkl Foundation, In ihe allent thal sUch assistanca is granted by Koshika Paundation, Il ihe requested assisfancs |s nol granted
by Koshika Fourdation, in part o in full, then the Heapital reserves it's nght io meke up the shorifall from another NGO or sny other source. This
confirmation essentaily ntates thil the Hospital will not avall any duplicate nssistance for tha saime patientcaso from any othar NGO o any other source
21 The asaistance from Koshika Foundahion is only ineneial in nature. The choica of the reafmentfprocedure advised/conducted by the Hespdtal on the
patient, is based on the amengsment belween fha patient & the Houpital, and I @ no way Influanced by Koshika Foundation, Hence. tha Hospital will

assume soig & compleis responsibility af the reatment & it's outcome: & safety of the patiant, and Koshike Foundation will have na role or responsibdiny
In tha matter,
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