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1) By affixing my sgnaiure or thumb impression on this Form, | {Applicant) hereby agre= & auihomnse Koshika Foundation and it's Trustess 1o
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By affucng hereundsr, Sgralura of our Authorised Signatory for recommanding this case/patieni for financial assistance from Koshika Foundation, we
{Hospital) herebry affirm & accopt foliawing:

1) that we nesther are presenty nor will in luture seail of financig! sssistance from another NGO or any othar sourca, for the sama pationiiCEss, BE we ane
requasting to ge! from Koshika Foundation, & the extent thal such sssstance is granted by Koshika Foundation. If the roquesied assistance s nof granted
by Koshika Foundation. in part or in full. then the Hospitsl reserves it's right fo maks up the shorttall from another NGO or any other source. This
gonfirmation esseaiially states: that the Hospital will not avail any duplicatn assistance for ihe same pafienticasas from any other NGO or any other source.
Z) The assistance from Koshika Foundstion s only fingncial in nature. The choice of (ha Festmentiprocedurs advised conducted by the Hospital on the
patlent, is baset on the armngamant betwesn the patient & the Hospial, and ks in no way influenced by Koshika Foundation. Hence, fhe Hosplial will
gEsume sole & compieta regponsibility of the treatment & it's oulcoms & safety of the petient, and Koshika Foundation will heve no role or responsitillity
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