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2) 1 solemnly confirm that assistance. if recsived from Koshika Foundation. will be (sed anly for the *purpose”, as stated in this Form, for which such assistance
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By sffixing harsundes, signatute of our Authorised Signatory for recommending this case/patient lor financial sssistance from Koshika Foundation, we
(Hospital) hereby affirm & sccepl folgwing:
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by Koshika Foundation, in part or in full, then the Hospital resenves it's right ko make up the shorifall from another NGO or any other source. This
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assume sol & complete responsibiity of the ragtment & IU's oulcoms & safely of the pafient, and Koshika Foundaton will have no role o responsibility
in the mattor.
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