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1) | herety confm that all detalls in this Form are Tree to the best of my knowledge, Any fatse statement will rander my Application & ongoing assistance, if any,
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By affising hereunder, signature of our Authorised Signatory for recommending this casefpatlent for financial assistance from Koshiks Foundation, we
(Hospital) hersby affirm & accept following:
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raquesting 1o gat from Kashika Foundation, to the axtant that such assistanca is granted by Koshika Foundstion. If the requesied assistance is nol grantod
by Koshlka Foundation, in part or in full, then the Hospitsl resstves U8 right to maks up the shortfall from another MGO or any other source, This
confirmation essentially siates thal the Hospital will not avall any duplicate essistance for the same pallent/cesa from any other NGO or any other sourca
2} The assistance from Koshika Foundation Is anly financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the
patient, s besed on the srangement betwesan the patiant & the Hospital, and is in no way Influsnced by Koshika Foundation. Henca, tha Hospital wil

assume sobe & complete responsibility of the treatment & It's outcome & safety of the patient, and Koshika Foundation will have no rele or reaponsibility
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