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1)1 hereby oonfirm that all detzils in this Form are True 1o (ne Dot of my knowiesdgs. Any lalzo statement will rendet my Applicaiion & engaing assistancs, Il ahy,
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1) By affiwing my signatire or themb Impression on thie Farm, | [Applicant) hersby agres & authorss Keshika Foundation and It's Trustoas to
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By affixing harmunder, signature of our Authorised Signatory for recommending this case/patient for finaniial assistunce from Kaoshika Foundation, we
(Hospitat) hereby affmm & sccept lollowing:

1) thal we nelthat are presenlly nor will in fulure evail of financial assistence fram another NGO or any othar souraa, for the same patlentcose, 85 we Atn
requesting 1o get from Koshika Foundation, fo the exlent that such assistance is granied by Roshiks Feundation. If the reguasiod agsisfance is not grantad
by Kesehika Foundstion, in pan or in full, then the Hospial reserees if's.right 1o make up fhe shortfall frem another NGO or any other source, This
confimmation essenlially states thal the Hospltal will rel avail any duplicate assistance for {hn game patentcose from any other NGO or Aty othar Source.
2 The sssictance {rom Koshika Foundatian 1s only finanoil in neture, The choice of the irealmentiprocedurs advised/conducted by the Hospital on the
pallent, is baged on the arangement batwesn the patianl & 1he Hespital, and is-in no way influencad by Koshike Foundation. Hencs, tha Hospital wil
sssume soie' A complete sesponsibility of the reatment & it's outcome & safety of the patient, und Koshika Foundation wlll hiave na rofe ar regpensibiity
in the matiar.
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