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13V hereby conflrm that all detadls In Ihis Form ate Troe to the Sest of my knowlodge, Any lalse stalamant will render my Applcalion & angoing assistance, if any,
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By affining heseundor, signature of our Authorised Saanatory for recammending this case/patient for financial assistance from Keshike Feundation, we
[Hospital) hersby affirm & acospt following:

1) thiet wo nefther are presently norwill in future svall of fingncial asslstanse from armther NGO or any other source, for the same patient/cage, ag we ore
raquesting to getfrom Koshika Foundation, to the extant that such assistance is granted by Kashika Foundation, I/ he requested assisianca s not granted
by Koshika Foundation, in part or in full, then the Hospltal reserves 1ts right to make up the shartfell fram anothar NGO or any ather source, This
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2) The asslstance from Koshika Foundation is only financizl in nalure. Thee cheolee of the trealment/procedure advised/condustsd by the Hospital on the
patiant, is bagad on the arapgement between the patient & the Hospital, and is In no way influenced by Koshika Foundation. Hence, tie Hospital will
gssuma sole & complete responsibility of the treatmant & I's outcome & safety of tha patisnt, and Koehika Foundation will kave no role or responsibllity
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