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1) | heraby confirm that all datalls |17 this Farm are True to the biest af mi knowiedgs: Any false staterment will render my Application & ongoing asskslanoa, I any,
[kl bor refetionicancedlation. _
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By affixing hereurder, signature of our Authorsed Signatory for tecammending ihis casaipalient for financial @ssistance from Koshika Foundation, we
[Hospltal) hereby offitm & accepl following:

1) ihat we neither sm presently non will In futuie avall of firanclal assistance from arother NGO or any other source, for he same patienlcase, a8 we arn
requesting to gat from Koshika Foundation, lo the extent ihiat such assistance is granted by Koshika Foundation. |l the requested assistancs s not granted
by Kashika Foundation, in part or in full, then jhe Haspital reserves it's right to make up the shortfall from another NGO or any other soures. This
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agsume sole & complete responsibility of the treatment & it's outcome & safety of tha patient, and Koshlka Foundathon will have no role or respansitifily
in the reatler
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