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1} 1 heteby conflitm thal all details in this Form are True o Ihe best ol my knowledpe. Any lalse statemant will tendar my Application & ongoing essistance, if any,
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1) By-affixing my signalure of thumb impression on this Foms, | (Applieant) hereby agras & suthoriza Koshika Foundation and it's Trustess tn
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By affiming hereunder, signature of our Authorised Signatary for recommending this caselpatient for financial asslstanca from Koshika Foundation, wa
(Hospital} hately affirm & accept following:

1) that wa nielthar dre presatiily noe will in future avall of fingnclal assistance from another NGO or any other source, for the same palient/case, a8 we ans
reguasting bo got from Keshike Feundeton, W the xtent that such assictance is grantod oy Koehika Foundation. If the requastad assistance = not granted
by Koshika Foundsation, i part or in full, then the Hospital reserves 1's dght o make up the shorifell from snother NGO of any other source. This
confirmation assantislly States thal the Hospital will not avail any duplicete szsistance for the same patienticags from any other NGO or 8ny other sourca.
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patianl, is based on the arrapgement botwesn fhe patient & the Hospitsl, &nd is in no way influenced by Koshilka Foundation, Hancs, the Hoapital wil
pssume sole & complale responelbliity of the froatmant & Its outoome & sefsty of the patient, end Koshika Foundation will have rio rolz arresponsibllity
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