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1} | heretry confirm that all detalts in this Form are True to the best of my knowledge, Any false stalement will render my Application & ongoing assistance, If any,
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1) By affwing my signaluie of thumb impression on this Form, | (Applicant) hereby sgree & authorise Koshilke Foundation and it Trustaes 10
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By affimng hereunder, signature of our Authorised Signatory for recommmending this case/patient for financial sssistance from Koshika Foundatian, we
{Hospital} hereby affim & accapt following:

1) that we neither s presently nor will in future avaell of inancksl sssistance from anotier NGO or any olber source, for ihe same patient/case, 85 we &
retjusting 1o get irom Koshika Foundation, 1o the axtant that such sssistance s granted by Koshika Foundalion, Il the requested assistance is not granied
by Koshika Foundafion, in part or in full, then the Hospitsl reserves it's right to make up the shorifall from another NGO or any other source, This
confirmation essentially states that the Hospital will not avail any duplicate assistance fof the same palienticass from any othar NGO or any other source
2) The assistance from Koshika Foundabon is only financial in nature. The cholce of the reatmentiprocedure advised/conduciad by the Hospital on the

piatient, & based on the srmangement betwsan the patlent & the Hospital, and 5 in no way influenced by Koshiks Foundaion. Hence, the Hoapital will

assumi sole & compiele responsiblity of the treatment & I's outcome & safely ol the patient, and Kashika Foundation will have no rol or responsibillty
in M mattar.
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