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2) | sofeenndy confirm that nssastance, If recefved trom Koshika Foundation, will bo used only for the “purpose”, as stated in this Form, for which such assistance
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1) By sfang my sgasture o thumb impression on this Form, | (Applicant) hereby agree 8 authorse Koshika Foundation and II's Trustees to
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By afining hersunder, signature of our Authoraed Signatory for recommending this case/patient for financiad assistance from Koshika Foundation, we
{Hospial) horeby affiem & accept following:

1) Mt wo nofther are presontly nor will in future avell of financial assistance from ancther NGO o any other source, for the same paiontcase, s we are
mquesting 1o get from Koshika Foundation, 10 the extent that such assistance is granted by Koshika Foundation. I the requested assisiance i3 not granted
by Koshika Foundation, i part o In ful, then the Hospital reserves it's right 10 moko up the shortfall from ancthar NGO or any cther source. This
confirmanon ossentially states that the Hospital wil not avall any duplicate assistance for the same patienticase from any othor NGO or any other source
2 The assstance from Koshika Foundation is only financial in nature. The choice of ihe treatmentiprocedure asdvised/conductad by the Hospital on the
pationt, is based on the arrangement botwoen the patient & the Hospital, and is in no way Influenced by Koahika Foundation. Hence, the Hospital wis
assumo sole 8 compiete responsibilty of the treatment & i's culcome & safety of the patient, and Koshika Foundation wil have no role of responsibitty

n the matter
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