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1) By aflixing my signalure or thumb impression on this Form, | (Applicant) hereby sgree & authorise Koshika Foundation and ir's Trusloes 1o
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By affixing hereunder, signatire of our Authiorised Signalory for recommanding this case/patient for firancial assistance rom Koshika Foundstion, we
{Hiespital) herety affirm & accept following:

1) that we neithar are presently nor will in future avail of financial assisiance from anolher NGO or any other source, for the same pafienticase. as we are
reguesiing to get from Koshika Foundation, to the extant thal such asslistance is granted by Koshika Foundation. If the requested assistance is rol granied
by Koshika Foundatkan, in pan or in full, then the Hospital reserves s right to make up the shortfall from another NGO or any ofher source. This
confirmation essentially states thal the Hospital will not avall any duplicats assistance for the same patlenticase from any olher NGO or any other source
2) The assistance from Koshika Foundation |s only financial in nature. The choics of the treatmentiprocedurs advisediconducted by ha Hospitai on the
patient, is hased on the arrangament betwean the pationd & the Howplal, snd is in no way influenced by Koshika Foundation. Hence, the Hospital wil!
assume sole & complete resporsibility of the treatment & it's outcoma & safely of the patient, and Koshike Foundation will have no roie o responsibility
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