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2) | solemnly confirm that assistance, if received from Koshika Foundation, will b isad only for the "purpose®, as stated in 1his Form, for which such assistance
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1) By alfixing my-signature or thumb impression on this Form, | (Applizant) hereby agree & suthorise Koshike Foundation and il's Trustass to

use/publishiput-upireproduce my nzame, address, pholo & detalls of the "purpose”, for which such assistance |s requestedfgranied, through any
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By affizing hereundar, signature of our Authorised Signatary for recommanding this case/patient for financial assistance from Koshilka Foundalion. we
(Hospital) heraby afirm & acoapt following:

1) that we nelther are presently nor will in futurs avall ol financlal assistance from another NGO or any othier sourca, for he same patigniicase, as we are
requesiing to gel from Koshiks Foundation, 1o the extent that such assistancs |s granted by Koshika Foundation, I the requested assistance is nol grantad
by Koshika Foundstion, In-parl of in full, than the Hospital ressrves It's tight to make up the shortfall fram another NGO or any ather.source. This
confirnation essantizlly stales that the Hospita! will not avail eny duplicats assistance for tha same pafisnticases fram any othar NGO or any athar source.
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patiant, is besed on the arrangement between the patiant & the Hospital, and i in no way influenced by Keshika Foundation, Hanca, the Hospital witl
assuma sola & complate respaneibiity of the treatment & iU's outoome & zafety of the patiant, snd Koshike Foundation will hava no role or responsibility
in fhe matlar,
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