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2) 1 stilomnly cordirm that aaslwbance, f recelved from Koshilks Foundation, will be used only for the “purpose”, as staled in this Form. for which such sssistonce

wak reguesied by me.

) | hereby confiem (hat | fave not & will not in future, avall of mimbursement, In part or in full, from any other source/employerfinslrance company, of the amount
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1) By afflking my signatire or thumb impression on this Form, | (Applicant) hereby agree & suthorise Koeshika Foundalion and I('s Trustees lo
usa/publinh/put-upireproduce my name, address, pholo & details of the “purposs”, lor which such assistancs |8 requesledigranied, through any
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By affing haroundar, signature of our Authorised Signatory lor recommanding this casalpatient for financlal assistance from Koshika Foundation, we
(Hoapital] heraby affirm & acoept following:
1) that we neither are presantly nar will In future avall of financisl aesistancs from anolher NGO or any ofher source, for the same patient/case, as we aro
roquesting to gt from Koshiks Foundation, t the extant that such assistance s granted by Koshika Foundation. If tha requested assistance is nol granied
by Koshika Foundation, in part or in hl, then the Hospital ressrvas I1's right to make up the shortfall rom anothes NGO or any other source. This
confirmalion essantially states that the Hospitsl will not aveil uny duplicaie sssistance for the same patient/case from any other NGO or any other source,
2 The assistance from Koshika Foundation 16 anly financial In nature. Tha choice of the trestmantiprocedune advisedioonducied by ihe Hospllal on the
patient, |s based on the arrahgement batwesn the patient & the Hospital, and is In no way influsncad by Koshika Fountdation. Hence, the Hospitsl will
assume sole & complets responaibility of the treatment & it's outcome & safety of the patient, snd Koshila Foundntion will hkeve no roli or responsibility
in the matier,
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