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1) | heteby confirn thal all detals it this Form are True 1o tha best of my knowiedgs. Any faise shaternent will rander my Application & ongolng assistance, If any,
Imbde for
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1) By aMaing my sigralure or thumb impression on hin Form, | (Applcant) heteby sgree & authorise Koshika Foundation and if's Trusiees I
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By affixing hereunder, sgnature of our Authorised Signadary for recommanding this case/palient for financial assistance from Koshisa Foundaton, se
{Hospital} heraby sffirm & accept folowing:

1) Sl we neithar are presently nor wil] in future pvall of inanckal sssistance from acother NGO or any olher source, for the same patimb'case, as we ire
requasting to gol from Kostika Foundaton, 1 the exiant that such sssistance is granted by Koshiks Foundation. | the requested assistance s nol grantad
by Koshika Foundation, by part or in full, then the Hospltal resenfes it's right to make up the shertfall from ancther NGO or ariy other solrce. This
confirmation essentally states thal the Hospitsl will not avall any duplicste assstancs for e same palient/cass from ary Jther NGO oF any olhar source.
2] The sssistance from Moshika Foundation is anly inancial in nalure. The choice of the irentmenlprocedure sdvisedicondyutied by the Hospital on the
patient, is bised on the srangement batesen Me patient & the Hospital. and fs in o way influenced by Koshika Foundafion. Hence, the Hospital will
gssume sole & complele responaibiity of the Yentmen| & It's culcome & salety of the patienl, snid Koshiks Foundation will have no mie or respensibilily
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