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1) 1 harsby confirm that all Getals in this Form are True 10 o best of my knowledge. Ay fese statement will render my Application & cngoing
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1)Mmmmmmmhmmuwmmmmowmmm foe the same patient/case, @ we are
requestng 1o gat from Koshika Foundation, jo the exent thal such assistance & grantad by Koshika Foundation. If the roquosted assistance is not granted
by Koshika Foundation, i part o In full, then the Hospital reserves It's right 1o make up the shortfall from ancther NGO or any other scuwrce. This
confirmation essantially staios that the Hospitnl will net avall any duplicate essistance for the same patienticsse from any other NGO or any other source.
2) The assistance from Koshia Foundation | caly fmancial in nature. The choice of the reatmentprocedure sdvisediconducted by the Hospitei on the
patient, is based on the arrangement batween the patient & the Hospital, and i in no way influenced by Xoshia Foundation. Hence, the Hospial wil
assume sole & complets rasponsibiity of the treatment & it's outcome & salety of the petient, and Koshika Foundation wik have no role or msponsibiity

n the matter
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