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111 hereby confinm that all details in his Form ara Trse Lo the besl of my knowledgs. Any false statement wilk render my Application & cngoing assistance, if any,
linbbe for reecticncancellalion.

2] | selemnily confirm Il assistance, if received from Koshika Foundeation, wil be uzed only for Lha “purpose’, as stated in kis Form, for which such assistance
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By affixing hareunder, signature of our Authonsed Signatory for recommending Ihis case/patiant for inancial assislance from Hoshika Foundation, we
{Hospital) hereby offirm & sccepl following:
1} that we nelther are prosently ner will in huture avall of financial ssalstance from analher NGO of any other source, for the same petient'tase, as we are
roquesting to get from Koshika Foundabon, o the aitant thl such asalstance is granted by Koshika Foundalien. If the roquesied agsistance is nol granted
by Koshika Foundation, b part of (0 full, then the Hosgtal resarves if's right to make up the shortfall from another MGED o any other source. This
confirmation essentially states thal the Hospital will not avall any duplicats assislance for the same patlentizase from any other W30 ar any other source.
2} Thu sssistance from Koshika Foundation is only financial in nature. Tho choice of tha treatmenlprocedurs advisediconducted by the Hospital om the
patlent, i based on the Brrangemant betwesn tha patlent & the Hospital, and is in no way infuenced by Koshika Foundalion. Henca, the Hospital will

assume sole & compiete responsibility of the weatment & it's oulcome & safety of the patlent, and Koshika Foundation will have ne rale o respensibillty
i the matter.
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