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17 I hereby confirm that all detarls in lhrs Form are True to the best of my knowledge. Any lalse statement wrll render my Application & ongorng

lraure [or re1ectior].canccllatton
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By affixing hereunder, signature of ourAuthorised Signatory for recornmenCing this caselpalient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirnr & accept following:

1)that we neither are presently nor will in future avaii of financial assislance lrom another NGO or any other source, for the same patient/case, as we are
requestrni] to get lronr Koshika Foundalir:n, to the extent lhat such assislance js granted by Koshika Foundation lf the requested assistance is not granted

by Koshrka Foundation, rn part or in full. then lhe Hospilal reserves its ngt'rl lo nrake up the shortfall lrofi] another NGO or any other source. Thrs

confir-mation essentially states that the Hospilai will not avail any duplicatc assistance for the same patient/case from any other NGO or any other source.

patient, is based on the arrangenler'lt between lne patreni & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

assunre sole & conrplete responsibility of the treatment & rt s outcDrne & saiety of ihe patrent. and Koshika Foundatron will have no role or responsibility
in the nlatter.
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