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1) By affwing my signature or thumb impression on this Form, | (Applicant) hereby agres & authonsa Koshila Foundation and il's Trusices o
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with. the Trustees of Koshika Foundation, and thair discision bs this regard will be final and accaptable 1o me.
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By affung hereunder, sgnature of out Aulhortied Signatory for recormmaending this casa/patient for financial assistance from Koshika Foundalion, we
(Hespital) heroby affirm & accept following:

1) thit we neither are presently nos will in Tuture svall of financlal asslstance from another NGO or any other source, for the same patent/case, 8s we ore
requesting 1o get from Koshiks Foundation, to the exlent that such assistance is granted by Koshika Foundation. If the requested assistance is not granisd
by Koshika Foundation, in part or in full, then the Hospital ressrves i's right 10 make up the shortfall from another NGO or any other source. This
confirmation esssntially sistes that the Hospital will not avall any duplicate assistance for the seme pafientcase from any other NGO or any other source.
2) The assistance from Koghika Foundation b only financial in nature. The cholce of the irsaiment/procedure advisediconducied by ihe Hosplial on ihe
pafiand. is based on the srmangement between the patient & the Hospital, and |5 in no way influsnced by Koshika Foundation. Hence, the Hospital will
sssume sals & complets responsiliity of the treatmant & It's outcome & safety of Ihe patient, and Koshiks Foundalion will have no rols of responaibitity
in the matter
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