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1) | horeby confirm that all dedals in this Form ace True 10 the best of my knowiedge. Any false statemnent will render my Application & ongoing assistance, If any,
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2) | sclomndy confiem that sssistance, If recaived from Koshika Foundation. wél be used cnly for the "purpose”, as stated in this Form, for which such assistance
was roquesiod by me.
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By afMixing hersundar. signature of our Authorised Signatory for recommending this case/patient for financal sssistance from Kashika Foundation, we
(Hospital) heseby atirm & accopt folowing:
1) that we neithes are prosently nor will in fulure aveil of financial assistance from another NGO or any other source, for the same patient/case, as we ate
1o got from Koshika Foundation, 1o the extent that such ansistance Is granted by Keshika Foundation, If the requested assistance is not granted
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confirmasion essentially states tat the Hospital wit nol avadl any dupiicates assistance lor (he same patient/case from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the reatmentiprocedure advised/conducted by the Hospital on the

padient, is based on the arrangement between the patient & the Hoapita!, and is in no way influsnced by Koshiks Foundation. Hence, the Hospital will
assume soio & compiete responsibility of the ireatment & &'s outcome & safety of the patient, and Keshika Foundation will have no role of responsibiity

in the matter.

vt gy, v W ol % AR @ ifew st @ fel ween i froftn o w4, Bt v (ree) B e R e v we

1) ur 5 3 9 wine 3 0 e oF Al wown Rl & v v @ fed e e 8 e e S W w A o 3, 8 T v wiftw st
# fosfinfefy s € waw 1 “wiftw sEdm” po = kg 6 ok Cwfon st go s el e ¥ eR 8 fen s § o s
ol o i ven w ferl ww wRee W e WY W st et b e o we e wm € e s Bt wex o i iy fedd
& sl dew @ fed s wen ¥ ) e

3 “wifrs s 4 of v S A R 9§ S W rees oo @ il vew w fed e Tematen e g 04 o v

€ e w fieg § ol "wifw s oo S e W i v ot b owdted v F S ¥ o e ok et ) W e el R T
) whit abr “sifire” W W ot W il yo g we

() RECOMMENDED FOR ACCEPTENCE
A

wiph ® f dwg
e
@ Dr. E (Name, Desigeibion & S ¥ Aut
ob\ P gt o4 o) D e it il
FOR INTERNAL USE of KOSHIKA FOUNDATION  Saits 7l g 0, Banieiore = i
IRE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
SIGNAT aammm il e 2

' '/ﬁ:m/?g .

20.12.2018



