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1) | roredy confirm ihal a8 dotails in this Form are True i the bes of my knowledge. Any false stalement will render my Application & ongoing assistancs, if any
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2) I solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such sssistance
Wiy 1Rguesied by me
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By affiung hereunder, sgnature of our Authorised Signatory for recommending this case/natient for financial assistancs from Koshika Foundation, we
{Hospltal) hereby afrm & accapl lollowing:

1) fhat we nesther a8 prasently nos will in future avail of finoncial assmstance from anofner NGO or any other source, for the saome pafient/case, as we are
requesting i gel fram Koshiks Foundation, bo the extent thal such assistance |8 granted by Koshika Foundation. If the requeaied assistance is nol granied
by Moshika Foundation, in part or in full, then the Hospital reserves it's right to maka up the shortiall from @nother NGO or any offer source. This
conflrmalion essentially states that the Hospstal will not avall any duplicate assisiance for the same patienl/case from any offer NGO o 8oy olbes source
2] The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advisedéconducted by the Hospital on the
patient, is besed on the srrangement bebwesn (he patient & the Hospltal, snd |s in ho way influenced by Koshika Foundallon. Hence, the Hosplial will
sssume sole & compiste responsibility of the trestment & iUs outcome & salety of the patient, &nd Koshika Foundation will bave no role or responsibiliny
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