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1] | herety confinm that all details in this Form ane True to the best of my knowledga Any false statemant will rander my Application & angaing assistance. f any,
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2) | solesmily confirm that gssistance, | recelved from Koshika Foundation, will be used only for the "purpose”, as stated in this Form, for which such assistancs
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Bly slficing hereunder. signature of our Authorised Skgnatory for recommending This casel/patlent lor financial assistance from Koshika Foundation, we
{Hozpital) hereoy-affirm & accapt fallowing:

1] thiat we rasither are presently nor will in fulure aveil of financial assistance from another NGO or any other source, for the sema patient/case, as wea are
requesting 1o get from Koshika Foundation, to the extent thal such assistance i granted by Koshiks Foundation. T the requesied assistancd 15 not granted
by Woshika Foundation, in part ar in full, then the Hospital ressrves iU's right o maka up the shortall from another NGO or any other soufca, This
confirmation essentisly stales that the Hospitl will ol aveil any duplicate esstslance for the same patient/'case from any other NGO or any othar source,
2} The assistance from Kostika Foundation is anly linancial in nalure. The cholce of ihe trealment/procedure advisedizonducted by the Hospital on tha
patient, is based on the arangemsnt between the patient & tha Hosgital, 2nd s In no way influenced by Koshika Foundation. Hence, Ihe Hospital wil
ssaume sole & complete respdnsibiity of the teatment & s outcome & safsly of Iha palient, and Koshiks Foundation will have no role or responsiblity
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