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2) | sclermely confem that asalstance, If recesved from Koshika Foundation, will be used only for the “purpose”, a5 stated , this Fonm, for which such essistance
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By afitang herounder, signature of our Authansad Signatory Tor recommanding this casaipatient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:

1) st wo nefther are presently nor will in future avail of financlal assistance from another NGO or any other source, for the same patienticase, 35 we ane
requesing to get from Koshika Foundation, 1o the extent that such assstance is gronted by Koshika Foundation. If the recunsied assistance is not granted
by Koshiua Foundation, In part of in Al, then the Hospital reserves X's right %0 make up the shorttall from another NGO or any other source. This
confemation essentiafy slatos thal the Hospital will not avall any duplicate assistance for the same patienticase from any other NGO or any olher source.
2] The assistance from Koshia Foundation bs ooly financial in nature. The choice of the treatmentprocedure advised/conductied by the Hospital an the
patient, is based on the amangament batwoen the pasient & e Hospital, and is in no wary influenced by Koshika Foundation. Hence, the Hosoital will
pusume sole & complete responsibiity of the treatment & it's cutcome & safety of the patiet, and Koshika Foundation will have no role or respoosibility
in Ihe matier.
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