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1) | harety confirm Mt all dotads (n this Form ae Truo 10 the best of my knowledge. Any lilss statorment will render my Applcalion & angomng asalsiance, if ary,
lible for rej

2) 1 solermnly confirm hat aasistance. f received from Koshike Foundation, will ba used only fior e “purposs”, as siated (n this Form_ for which such assistance
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1) By affwing my signature or thumb impression on this Form, | (Applicant) heteby agree & suthonse Koshika Foundation and it's Trusiees 1o
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By affining hateunded, signaturne of our Authorised Signatory for recommending this case/pation] for financinl assistance from Koshika Foundation, wa
(Hospital) hereby affirm & accept following:
1) that we nodher are presently nor will in future avall of financial sssixtance from ancther NGO or any other source, for the same patienticass, B8 wo ane
reguesding o get from Koshika Foundation, 1o the extant thad such assistances is granted by Koshika Foundation, if the requested assistance 5 not granied
by Koshis Foundation, in part or in full, then the Hospital reserves iUs right to make up the shortfall from another NGO or any other source. This
confrmation sssentially states that the Hospital will not avall any duplicate assistance lor the same patisnticase from any other NGO or any othaer soutce
2) The assistance from Moshika Foundation is onty financial in nature. The choice of the ieatmentprocedure advised/conducied by Ie Hosplial on the
patient, b based on the srangement betwesn the patient 4 the Hespltal, and is In no way influenced by Koshika Foundation. Hence, the Hospital wil

pesuma sole & complets responsibiity of the freatment & it's outcoma & safety of the patient, and Koshika Foundation will have no role or responsitillity
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