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1} 1 haraby confirm thiat sl details in this Form are True to the best of my knowiedge Any Salse statermant will rendar my Application & angoing assistance. # any,
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1} By affining my signature or thumb impressson on This Form, | (Applhcant) heretry agres & authomse Koshika Foundaton and it's Trustees 1o
uselpublishipul-upireproduce my name. address, photo & detalls of the “purpose”, fof which such assistance is requesiedigranied, through any
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By affeing hareundsr, signature of our Authorised Signatory for recommensding thés cas Jor financial sssistance from Koshika Foundation, we
{Hospital) herebry affirm & accept following:

1) that we naithiar are prosently nor wil in future svail of finencia! assistance from another NGO or any ofner source, for the same patienticase, &5 we &
requesiing to gei from Koshika Foundation, to the exten! that such essistance is gramed by Koshika Foundation. I the requesied assistance is nol granted
by Koshika Foundation. in pant or in fidl, 1hen the Hospital reserves it's right to make up the Shorfall from snother NGO o any oifer source. Thin
confirmation essentially states thal the Hosphtal will not avad any duplicals assistance for the sama patienUcase from any ofher NGO or any other source.
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palient, is based on the arangamant between the patient & the Hospdsl, and |8 in no way nfluenced by Koshika Foundation. Henca, the Hospital will
assume 568 & complets responsibility of the testment & s cutcoma & salely of the patient. and Kethika Foundation will have no role of responsibliity
o the matter
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