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2) | solemnly conflem that assistance, # recelved trom Koshika Foundation, will be used only for the “purpose”, as stated in this Form  for which such assistance

was requesiod by me
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1} By aMixing my signalure of thumb impression on thls Form, | (Applicant) heroby agroe & authorise Koshika Foundation and it's Trusiees io
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with i Trustees of Koshika Foundation, and thelr decision ls this regard will ba final and acceplable to me.
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By affixing hemunder, signaiure of our Authorsed Signalory for recommanding Ihis casalpatient los financinl assistance from Koshika Foundalion, we
(Hospital) hereby affirm & accep! following:

1) that we neither are presently nor will in future avail of financial assistance from ancther NGO of any cthat source, for the same palient/cass, Bs we are
requesting 1o gel from Koshika Foundation, to the extent that such sssistance is granted by Koshika Foundation, i the requesied assistance is not granted
by Koshika Foundation, in part or In full, then the Hospltal reserves It's right to make up the shartfall from ancther NGO or any other source. This
confirmation essantially siates that the Hospital will not avall any duplicate assistance for the same patient/cass from any other NGO or any other source.
2) Tha assistance from Koshika Foundation is only financial in nature. Tha choloe of the ireatment/procedure advised/conducied by the Hospital on the
patient, ks based on the srmangement between the patient & the Hosgltal. and is In no way influenced by Koshine Foundation. Hence, the Hoapital will
assume sole B complete responaibiiity of the treatmant & I1's outcome & safety of the patient, and Koshika Foundation will have no role of responsibility
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