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2) | sclemnly confirm that sestance, If recedved fom Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for wiich such assistance
was requesiad by me.

3) 1 hareby confiom that | have not & will not In future, avall of reimbursement, in part or in &, from any other source/smployerinsurance company, of the amount
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By affiing hereunder, signature of our Authorised Signatoey for recommending this caselpatiend for financial assistance from Koshika Foundation, we
(Mospital) herey affirm & accapt following:

1) that we neither are presently nor wil In future aval of financia assistance from ancther NGO o any other source, for the same patient/case, s we are
requesting to get from Koshika Foundation, to the exient that sch sseistance is granted by Koshika Foundation. If the requested assistance Is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right 1o make up the shortfall from another NGO or any othe: source. This
confirmation essentially states that the Hospital wil not aveil any dupiicste assistance for the same patient'case from any other NGO or any other source
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