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1} | haredsy confirm that all detadls In this Form are True to 1he best ol my knowledgs. Any falae slatamant will render my Application & ongoing aesistance, fany,
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By affining hassundar, mgnature of our Authonsed Signatory for recommending 1his casa'patient for financial pssistance from Koshika Foundation, we
{Happital) hereby affirm & accept following

1} that we meither are pregently nor will In fulure aval of financial assistance from anathar NGO o ahy olfer source, for the same patienlicase, st we a8
requesting to gel from Koshika Foundstion. 1o the exient that such assistance s granted by Koshika Foundation, If the requested assistance is nol granted
by Koshika Foundation, in part or in full, than the Hospital reserves if's nght 1o make up the shorttall fram another NGO or any olher source, This
confirmation essentinlly states Ihal the Hospiial will not avail any duplicate assistance for the same patient/case from any ofher NGO orany other spurcs.
2) The assisiance from Koshika Foundation is anly financial in nature, The choice of the ireatment/procedure pdvisediconducted by ihe Hospital an the
patieni, s based on the arsngement batween the patient & the Hospital, snd i3 in no way influenced by Koshiia Foundation. Hence, the Hospital will
assume sole & complete responsibility of the ireatment & it's culcome & safety of the patient, and Koshiks Foundation will have no role or responsibliily

in the maties.
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