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I}lhuugrmmmum in this Form arg True to the best of my knowiedge. Any talse satement will randear my Application & pngoing suslslance, il any,
wable for reestion/canced|aton.

2) | solemnly confirm that sssistance, |f recalved from Koshikn Foundation, will be used only for o “purpose’, @s staed in thig Form, for which sich assistance

Wi roguersled by me.
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use/publishipul-uprproduce my name, address, photo & detalls of the "purpose”. lor which such assistance is reguesied/granted, through any
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By aMixing hereunder, sighature of our Authorised Signatory for recommanding this casa/patien! for financial assistance from Koshika Foundation, we

{HospHal) hereby affirm & accept following:

1) that wo neither are prosently nor will in future svai of financlal assistance from snothar o finy other source, for (he sime patient/case, &s we are
to gel from Koshila Foundalion, to the extent that such assistance |s granked by Foundation. I the requestad assistance is nol granied

tvy Koshika Foundation, in part or in full, then the Hospital reserves It's right to make up the shorttall from snother NGO or any other scurce. This

corfirmation essentially states that the Hospial will not avalt any duplicste assistance fof the sama patienticase from any oiher NGO or any other source.

21 The assistance from Koshika Foundation is only financiad in nature. The choice of the procedure advisediconducied by Lhe Hospilal on the
patient, is based on the armngement batween the patent & the Hospial, and is in no way inlluenced by Koshika Foundation. Hence, tha Hospits! wil
asaume soie & compiete responaibiiity of the treatment & i1's outcome & safety of the ; ard Moshika Foundation will have no role o respons|bidty
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