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1) | haretry confirm that &l detals in this Form are True to e best of my knowledge Any Talse statorment will render my Applicaiion & ongoing assistance, I any,
latile for rejectiondcanceliation.

2) | solpmnly confirm that assistance, i recelved from Koshika Foundation, will b= used only for the “purpose”, as stabed in fhis Form, for which such assistance
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By affixing hersunder, sgnature of our Authorsed Signatory for recommending this case/patient for finanalal assistance from Koshika Foundation, we
(Hospitall hersty affirm & accept following:

1) that wes neithor ang prewenty nos wil in future avail of fnanclal assistance from anolher NGO or eny other source, lor the samp patient/case, as we an
raguesiing (o get from Koshika Foundation, to the axtent that such assistance is granted by Kashika Foundation. If the mequested atsistancs s not grantad
by Koshikm Foundation, in part of [ full, then the Hosplital resenves it's right to make up the shartfall from apother NGO or any other source. This
confirmation essenlially stales that the Hosplial will not avall any duplicats sssistance for the same palient/cass from any oller NGO or any othes source.
2) The assistance from Koshika Foundation ik anly finendial in nature, The choioe of the treatmentiprocedure advisediconductad by the Hospital on the
pagent, i baced on the arrangament bebween the patient & the Hesplial, and is In no way influsnced by Koshika Foundation. Hence, the Hospltal wil

n;u;m sole & complete responsibity of the treatmenl & It's oulcome & safety of the patient, and Koshika Foundation will havo no role or responsibility
n maker.
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