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1) By afalng my signature or thumb impression on ihis Farm, | {Applicani) hereby agree & suvinonss Koshlka Foundathon and i's Trusises 1o
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with the Trustees of Koshika Foundation, and tholr decision is this regard will be final and acceptable 1o mo.
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By offiing hermunder, sgnature of our Authorsed Signatory for recornmanding this cass/patient for financial assistance from Kostka Foundation, wit
{Hospital) hereby affirm & accept following:
1) that we nefther are presently nor will in future evall of financlal sssistance from another NGO or any other source, for the same palient'cass, Bs we am
requesting 1o get from Koshika Foundstion, o the extent that such assistance is granted by Koshika . If the requested assistanos is not granted
by Moshika Foundation, in part or in full, then the Hospital resenves ii's rght thwhmmmm«wwm Thin
confirmabion essentiafly sistes that the Hospital will not avail any duplicete assistance for the same patent/case from any other NGO or any other source
2\ The assistance from Koshika Foundation & only financial in nature. The chalce of the trestment/procedure advised/conducipd by the Hospital on the
patient, i bated on the arpngement batwesn (he patient & the Hospial, and (s in no way influsnced by Koshiks Foundation. Hence, the Hospital wil

assume sole & complete responsibility of the irmatment & il's outcome & safsty of tha patient, and Koshikn Foundation will have re role of responeibility
in the matter
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