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1) Lhareby conflrm that all detalls in this Form ars True to the best of my knowledge. Any tales statomant will render my Applicstion & ongoing assistanca, if any,
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By-affixing hereunder, signature of our Authorsed Signatory for meommending this casaipatien! for linancial assistance from Koshika Foundstion, ws
(Hospital) hereby affirm & scoept following:
1) that we peither are prasenily nor will in future avsil of financis! sssistance from anothisr NGO or any olbor source, for the same petient/case, &5 we are
reguesting Lo get from Koshika Foundation, to the extent that such assistance i granted by Koshika Foundation. If the requestad ssstetanca is nol granted
by Koshika Foundation, |n parl ar in tull, then the Hospita! resarves s right to maka up the shartfall from anothor NGO of any other sourcs. This
confirmation essantially states thal the Hospltal Wil nol avall any duplicats assigtancs for 1he same patient/czse from any ofher NGO of any olher source,
2) The assistance from Koshika Foundotion is caly financial in nakure. The choice of te reatment/procedure advisediconducted by the Hospital on the
patianl, is basad on thee arangement between the patient & the Hospital, and s in no way Influenced by Koshika Foundation, Henes, the Hospital will

agsume sole & complete sesponslbility of the reatment & it's oulcoms & safety of the patiant, and Koshika Foundstion will have no role or responsibility
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