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1) | haroby confirm that all dotals in Mis Form se True 1o the besl of my knowledge. Any false statermnent will render my Application & angoing asalsiance, If any,
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1) By affixing my signature or thumb impression on this Form, | (Applicant) heraby agree & aulhonse Koshika Foundation and it's Trustees 1o

usnipublish/put-upireproduce my name, address, photo & details of the “purpase”, for which such assistance s requasied/granted, through ary
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By slfixing hereunder, signalure of our Aulhoised Signatory for recommanding thin case/patiant fof financial azsistance from Koshis Foundation, we
{Hospitai) hereby affirm & accept following:

1) thit e nslthor are peasently nor will in future ovall of Bnancial rasistance from another NGO of any other source, for the same patienl/case, ms we &
reguesting to get from Kaoshika Foundation, o the extent that such assistance is granied by Koshika Foundation, If the requesied assistance (= not granted
by Kishiua Foundation, in part o in full, then the Hoapital ressrves iL's right to make up the shortfall from another NGO or any other soures, This
confirmation essantially states that the Hospital will not avall any duplicate assistance for the same patient/case from any other NGO o any other sourcs,
2] The nssiviance imm Koshika Foundation is anly inancial in nalure, The chaice of the treatmentiprocedures odvised/conductod by the Hospital on tha
patient, is bassd on the amangement between the patient & the Hespital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
ausume sole & complale responaibility of the treatmant & it's oulcomn & safety of the pationt, snd Koshika Foundation will hive no robe or responaibility
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