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1} | heroby confirm that a1 detals in this Form are True to the best of my knowlecge. Any faise statement will rencier my Application & angoing assistance. f any,
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2) | solomnly confirm that assistance, ¢ recaived from Koshiks Founcation, witl be used only for the “purpose”, as stated in Shis Form, for which such assistance

was requesiod by me.
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1) Uy affiong my signature of thumb impression on this Form, | (Applicant) hereby agree & suthorise Koshika Foundation and it's Trustees 1o
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By affixing hersunder, signatiure of our Authorised Signatory for recommanding this casedpatient for financis! assstance from Koshika Foundation, we
(Hospital) heroby affirm & nccept following:
1) that we neithes are presently nor will in fulure avall of fmancial assistance from ancther NGO or any other source, for tho same patanticass, as we are
requestng 1o got from Koshika Foundaticn, to the axtant that such assistancs i granted by Koshika Foundation. If the requested sssistance is not granted
by Koshika Foundatica, in pant or in fll, then the Hoapital resarves It's fight to make Up the shortfall from anothar NGO or sny other source. This
confiematon essentially states that the Hospital will not avall any tuplcate assistance for the same patienticase from any other NGO or any othar source.
2) The assistance from Koshika Foundation is only financial i nature. The choice of the trestment/procedure advised/conducied by the Hospisl on the
patent, is based on the arrangement between the patient & the Hospltal, and is in no way Influenced by Koshika Foundation. Hence, the Hospital will

assume sole & complede responsibiity of the treatment & iT's outcome & safely of the patient, and Xoshika Foundation will have no roie or respensibility
in the masler.
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