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2) 1 solemaly confirm that assistance, i recelved from Kashika Foundation, will ba used only for the “purpose”, as stited in s Form. for which such assistance
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By m signature of our Authorised Signatory for recommariding this case/patient for financial assistance from Koshika Foundation, we
{Hospital) herety affim & accept following:

1] thal we nelther ame presanly nod will in future svall of finencial sssistance from another NGO or any other source, for the same patient/case, as we are
requesting lo gat from Koshika Foundation, ko the extent that such assistance is granted by Koshika Foundation, If the requested sssistance ks nol granted
by Koshika Foundation, in pirt of in full, then the Hospltal reserves It's right to make up the shartfall frem another NGO or any other source. This

confirmation essentially stales tat e Hospital will not avall any duplicate assistance for the sema patient/case from any other NGO or any other sourcs.
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assuma solo & complsie responsibiity of the treatmant & it's cutcoms & safety of the patlent, and Koshika Foundation will have no role or responsibliity
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