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2) I solemnly confirmn that assistance, f received from Koshiks Foundation, will be used only ko the “purpose”, 83 stated In tha Form. for which such assistance
was requesied by me,

3) I hereby coofirm that | have not & will not in future, avall of reimbursement, in part or in i, from sny other sourcelemployerinsurance company. of the amount
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1) that we nelther are prasecsy nor will in future avail of Snancial assistance from another NGO or any other sowrce. for the same patient'case, as we are
requesting 10 et from Koshika Foundation, 1o tha extent that such assistance is granted by Koshika Foundation. If (e requested Bssistance is not granted
by Koshika Foundation, in part or in ful, then the Hospital reserves it's right 1o make up the shortfall from another NGO or any ofher source. This
confirmation essentisly statos that the Hospital will not avall any duplicate assistance for the same patient/case from any other NGO or sny other source
2) The sssistance from Koshika Foundation Is ondy financisl in natwe. The choice of the trestment/procedure advised/conducted by the Hospitad on the
patient, is dbased on the arrangement betweon the pationt & the Hospital, and Is in no way influenced by Koshika Foundation. Monce, the Hospital wil
assume scie & complele responsiitity of the treatment & I's cutcome & safety of the patient, and Koshika Foundasion will have no role or responsibility
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