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111 heeay canfirm that all celais in this Form ane Trso 1o the best of my knowisdge. Any faise statement will rreder my Application & ongoing sssistance, if any,
linble for migction/cancsliation .
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with tha Trustees of Keshica Foundatlon, and thelr declion s this tegard will be fmal and acceptable o me.
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By affixing heraundar, sigrature of aur Authdrised Signatory for recammending this case/palient for financial ansistance from Koshika Foundation, we
{Hospital) haraby affirm & accept following:

1) that we nuither sre presanily nor will in ituee svall of Unanciil ssslstance from another NGO ar any other sourge, for the same patient'case, as we ars
requesting 1o get from Koshike Foundation, to the exdent that such assistance is aranted by Koshika Foundation. If lhe requestad asslstance Is not grantoed
by Koahlka Foundation, in part ar in Jull, then the Hospltel reserves iCs rlght to make up the shartfall from anather NGO or any other source. This
confirmation essentially states that the Hospital will nol avall sny duplicate assistance for te some petisntcasa from any othar NGO or any other source.
2) Thir assistance from Kashila Foundation ls only finantial In nature. The choloe of the treatmentiprocedure advised/conducted by the Hospitol on the
patlant, is based on the arrangement betwesn the patient & the Hospltal, and is in no way Influsncad by Koshlka Foundation. Hence, the Hospital will
nssume sole & complete respansibility of the trestmant & It's outcome & safely of the patient, and Koshika Foundation will have no role o responsibility
i the matter
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