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1) | haretyy condim (Mt ol detaits in this Form ae True to the best of my knowledge. Ary false statement will render my Application & ongoing assislance, If any,
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1) By afixing my signature or thumb ompression on thie Form, | [&ppfoant) haceby agros & auihiofiss Koshika Foundation and its Truslees to
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By-affixing heraunder, signature of cur Authorsed Signatary for rocommanding (ki case/patiant for Gnancial assiztance from Keshika Foundatioh, we
{Hospital} hereby affinn & accepl faflowing:
1} thiot wa noithar ara presently nod will i future svail of financial essistance from enolher NGO or any olhar sodree, for tha same pationticase, aswo ara
requesting to get rom Koshika Foundation, io the exfent that such sssistance s grantzd by Koshika Foundation, If the requested sssistance is not granted
by Koshika Foundation, in part or I full, than the Hosplial reserves it's right 1o make up Ine shortiall from another NGO or any other source. This
eanfirmetion essanilzly states that thes Hospltal will not avall any duplicste assistance lor the same patlant/casa from any othar NGO or any ather soures,
2) The asastence ftofm Koshika Foundation is only financial in nature, The choice of the irestmentiprocedure advisad/iconducted by the Hospital on the
patient, iz basad on the srsngement batwaen the patient & the Hoepétal, and |8 In no way Influenced by Koshiks Foundatlan, Hence, the Hospital wi|

asaumn sole & complota responeibility of the treaimant & it's outcome & ssefety of the pationt, snd Kostiks Fountdation will have no role or responsibility
imiha matisr.
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