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2) | sclemniy confiem that assistance, If recelved from Koshika Foundation, will be used oaly for the "purpose”, 83 stated In this Form, for which such sssistance
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1) By affiong my signature or thumd impeession on this Form, | (Applicant) hereby sgroe & authorise Koshika Foundation and it's Trusiees to
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By affixing hereunder, signature of cur Authorsed Signatory for recomenending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby afirm & accept folowing

1) that we neither are presantly nor will in future avail of Enancial sssatance from anather NGO or any other source, for the same palient'csse, as we sre
requesting 1o get from Koshika Foundation, to the axient that such sssistance is granted by Koshika Foundstion. If the requestod assistance is not granted
by Koshika Foundation. in part oc in ful, then the Hospital resacves I's right to make up the shortfall rom ancthed NGO or any other source, This
confirmation sssentisly slatey that the Hospital will not avall any duplicats sssistance for the same patient/case from any other NGO of any other source.
2) Thw assstance from Koshika Foundation is coly financisl in noture. The choios of the trestment/procedure advised/conducted by the Hospitsl on the
patient, is based on the arangement between the patient & the Hospital, and Is In no way influenced by Kashika Foundation. Hence, the Hospital will
assume scle & completes responsiity of the treatment & If's outcome & safoty of the pationt, and Koshika Foundation will have no role or responsibility
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