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1)1 hereby confitm that sl detais In this Form are True 1o e best of my knowledge. Any false statement wili render my Application 8 ongoing assistance, ¥ any,
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1) Uy afaang my sgnature of thumd impeession on this Form, | (Applicant) hareby agree § suthorise Koshika Foundation and ¥'s Trustees to
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By a¥xing hereuncer, signature of our Authonsed Signaiory for recommending this case/patient for linanciyf sssistance rom Koshika Foundation, we
(Hospizal) heredy affirm & accept following:

1) that wo neithor are presenlly nor will in future avadl of fingncial assistance from another NGO or any other source, for the same patient/case, o8 wo are
roguestng to got froen Koshika Foundasion, 1o the extont that such assistance is granted by Koshika Foyndation, If the requesied assistance is rot granted
by Koshika Foundstion, In part or in Al than tha Hospital reserves IT's 2ight 10 make up the shontfall from ancther NGO of any other source. This
confrmaton essentally states that the Hospital will not swad any dupiicate assistance for the same pationticase from any other NGO or any other source.
2) The sssistance from Koshika Foundation is only financa! in nature. The choice of the trostmontiprocodure advisod/conducted by the Hospital on the
patient, is based on the arangement betwoen the patent & the Mospital, and is in no way influgnced by Koshika Foundation, Hence, the Hospitsl wil

ssume sole & compiole tesponsibilty of the treatment & I's cutcome & safety of the patient, ang Koshika Foundation will have no role or responsiditty
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