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1} | heroty confirm that all delsits in this Form are True 1o the best of my knowledge. Any faise stalament will render my Applicalion & ongolng assislanee, 4 any,
bl for rejection/cancaliaton. )

211 solernnly confirm that assistance, 1 received from Koshika Foundsabion, wil be ussd only for the “purpose”, Gs siated in this Form, for which such sssistance
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8y afllxing hereunder, signature of our Aulhorsed Sigratory for recommending this caselpatian! for financial ssaistance from Koshiks Foundation, we
[Hiatpltal) hereby affirm & acompt following:

1) that we neither are presantly nor will in future evail of finenclal essistance from another NGO or any ather sourca, for the same patient'case, as wa are
requesting Lo get from Koshika Foundation. o the extent that such sssistance i granied by Koshlka Foundation. |l the requested sssistanc |e nol granted
by Koshike Foundation, in part or in full, then the Hospitsl reserves 's nght to make up the shortall from another NGO or sny other source, This
confirmation essantially states that the Hosplial will not avall any duplicate sssistance for the same patient/cass from any ofher NGO or any othar source
2| The assistance from Koshika Foundation is only fingneinl in naturs. The choice of the ireatmentiprocedure sdvisediconductad by the Hoipital on the
patient, is based on the arengemnen! betwesn the patient & the Hospltal, and |s in no way Influenced by Koshika Foundation. Hence, the Heapital will
saslime sole & completa responsibility of tha treatment & (' oulcome & salety 'of the patlen], and Koshike Foundation will have no role or responitifty

in thiy maatier

Tt i, we = A W W s e A falim swen vy sl 0wl 8, e v (reem) Frs wee S w0 i e b

1) ™ T 7 W wdum sl w5 o afew o ffirg we el foamen veo W Tl s e T ow i F @ ow @ ooF #, 96 fwow it weEm
7 ffrodsds = = e A “sifemn wdym” o o vy fe oot wifees R g e fefn sfesess i T T e oo 8 sewe
Farelt s iy wren S w e s wEe | wer W oW s gdim e 6o e § e wnowm B wwma e wog s i wy fed
b wowrdt wem e s spE S S

1 “wifiw T € o 7 weeE wae el agt w6 0 W v om 9 o s e v i W o i o e

£ o5 % fym & = ol ekt gm el o w5 oA ¥ i weem 0 0 % E gow s s ) F ol el o o e
=1 Wl sl “wifie” w0 W yitew m Pechel g oo o e

L~
RECOMMENDED FOR ACCEPTENCE ﬁ”
N - i Wi i
Do i Sy &iﬁ’ Jasrotia ! ADMTNISTR
st # A Dr. Mo NISTR ATOR
13092024 DMC No. 5208 a5k &t P ATRocised sigaatory
(Name of Dr. & Regn. No. with Stamp) on behalt of Hospitai)
TR TN U TR A T A 4 5 e s st
FOR INTERNAL USE of KOSHIKA FOUNDATION ~ siFfis wain 17
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
! T | Al TR 2

&7 JAE

04-03-2024




