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1) | hereby confirm that a detals in this Form are True to the best of faise statermant wil rander [ asgistance, if any,
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1) By altxmg my sigratine or thumb mpression on this Form, | (Applicant) haretoy Bpree & authoriss Koshika Foundation and ifs Trustees o
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By affixing hassundar, signature of our Authonsed Signatory for recommending thillcasedpatient for financial assistance from Koshiks Foundstion, we
{Hospital) hereby affirm & accspl

1) that we naiher are presently nor will in future avad of financial assistance from @nother NGD or any other source, for the same patient/case, as we are
requesting Lo gel from Koshika Foundation, (o the axtent thal such asaistancs & glented by Koshike Foundalion. If tha reguisted ossistance is not grantsd
by Hoshia Foundation, in part or in full, than the Hospital reserves itf's nght to male up the shorifall from another NGO or any other source. This
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putient, i based on the arrangement betisen the patient & the Houpital, snd & Inba way influenced by Koshlis Foundation, Hence, the Hospital will
aszume sole & complete responsibility of the treatment & it's cutcome & safety of e patient, and Koshika Foundalion will have ne role or responsiEty
in s misitar.
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