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2} | salaminly confirm Ihat assistancs, If recaived from Koshiks Foundation, will be used only lor the "purpase”, as stated in this Farm, for which such assistance
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By aflixing hereunder, signature of our Authorised Signatory for recommending this case/patient for finencial assistance from Koshika Foundation, we
{Hospital) hereby affirm & accept following:

1) that wa neither are presently no will in future Bvail of inanciel sssistance from anglher WGECH o aty other source, for the same patient/case., a5 we are
requesting 1o gel from Koshika Foundation, 1o tha extent (et such assistance |s granted by Keshika Foundation, If the raquested assistance Is net grantzd
by Keoshika Feundation, in part of in full, then the Hosplial reserves It's right to make up the shortfall from another NGO or any other source. This
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