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1) By affixing my signature o thumb impression on this Form, | (Applicant) hersby agres & sulhorise Koshika Foundation and it's Trustess 1o
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By affiung hereunder, signature of our Authorised Signatory lor recommending this case/patient for financial assisiance from Koshika Foundation, we
(Hespital) hersby affirm & accep! foflowing:

1) this! we nefther are presently nor will ke future avall of financlal seststunce from anciher NGO of any other soutoe, for the sama palianticass, as we are
requesting to get from Koshika Foundation, to the exten| that such assistance is grantad by Koshike Foundation. If the requesiad asssstance is nol graniad
try Koshika Foundation, in pari o in full, then the Hospital reserves ii's right to make up the shortfall from anolher NGO or any other source. This
eonfirmalion essentiody states that the Hospital will not avail any duplicate assistance for the same patienticase from any other NGO or any othar source
2) The assistance from Koshika Foundation ks ondy financial in nature. The choice of the treatment/procedure advisediconducled by the Hoapital an the
patient, is based on the amangeman! batwesn e patient & the Hospital, and Is in no way infiuenced by Koshika Foundation, Hence, tha Hospital will
assume sole & complats resgoralbility of the treatmant & il's outcome & saflety of the patient, and Keshike Foundation will have no mls of mepongibity
in he matier.
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