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2) 1 sclemndy confieen Bhad assistance. If recenved from Koshiks Foundason, will be esed only for the “purpose”, as stated in this Fonm, for wivch such sssistance
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By affxing hereunder. signature of our Authorised Signalory for recommending this casaipatient for financial assistance from Koshika Foundation, we

(Hospital) hereby affem & accopt following:
1) that we peither ave prosently noe will in Riture aval of financial assistance from another NGO or any other source, for the same patieni/case, as we are

roquesting 1o get from Koshika Foundation, 10 the extent that such assistance is granted by Koshika Foundation. if the raquested sssistance is not granied
by Koshika Foundation, in part o in full, then the Hospital reserves if's right 1o make up the shortiall from ancther NGO or any other source, This
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assume sole & compiete responsibility of the trealment & it's oulcome & safety of the patient, and Koshika Foundation will have no role or responsibiity
in the matter
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