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1) By affining my signature or thumb Impression on this Farm, | (Applicant) hereby agree & aulhorise Koshika Foundation and it's Truslaes o
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with tha Trustess of Koshika Foundation, and thelr declsion |s this regard will ba final and acceptable lo me.
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gy affixing harsunder, signatute of olr Authorised Signatary for recommending this case/patient for financial assistance from Keshika Foundation, we
[Hospltal) hereby affirm & accept following.

1} that we nalther are presently nor will in future avall of finenciul ausistance from another NGO or any other source, for the same patient/cass, e we are
requesting 1o get from Koshika Foundation, o the extent that such assistance Is granted by Koshika Foundallon. Il the requested assistance is nol grantad
by Koshika Foundation, in part e in fll, then the Hospital reserves iU's right 1o ke up the shortfall from anoiher NGO or any ofher source. This
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patient, is based on the arangement between the patient & the Hobpial, and is In no wary influenced by Koshika Foundation, Hance, the Hospital will
assume sole & complete responsibility of the treatment & it's outcoma & satety of the patient, and Koshika Foundation will hove no role or responsibility
in the matiar
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