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#) | solemnly confim that assistance, If received from Koshika Foundation, will be used orly for the “purpose”. a3 stated in this Form far which such asalstance
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1) By affixing my skynature of thumb impression on this Form, | (Applicant) hereby agres & suthorisy Koshika Foundation and if's Trusiees io
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will nol sutomatically entile me for receiving of continuing thi said assistance. The decision for graniing andfor continuing The assistance will rest solely
with (he Trustees of Koshika Foundation, and their decision ks this regard will be final and acceptable 1o me.
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By affizing hreunder, sgnature of our Authorined Signatary for recommanding this case/pationt for financial axsistance from Keshika Foundation, we
(Hoapital) heretry affirm & accapt following:

1) thet we neither are presenily nor will in luture svall of financlsl sssistance from ancthar NGO of any other source, for the same patienticase. a3 we are
requesting to get bom Koshika Foundation, 1o the exient ihat such assistance is granted by Koshika Foundation. If the requested assistance is nat granted
by Koshika Foundatlon, in pert of in full, then the Hoapital reserves (' fight to make up the shortfall from another NGO or any other souros. This
confirmation essantially states that the Hospital will not avail any duplicate assistance for the same paienticasa from any ofher NGO or any other source.
2) The assistance from Koshika Foundation is only finsncal in nalute. The choice of the treatment/procodure advisediconducied by the Hospital on the
patien, is based on the amangement belween the patent & the Hosgpital, and Is in no way influenced by Koshika Foundation. Hence, the Hospital will
saaume sole & camplste resnonsibiity of the treatment & It's outcome & safoty of the patient, and Koshika Foundation will have no role or responsibiiity

in the matier.
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