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1) By affuang my signalwe or thumb impression on this Form, | (Applicant) heraby agree & authoriss Koshika Foundaticn and iUs Trusiees to
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by Kowhika Foundation, in pant of in full. then fhe Hospital reserves i's right io make up he shortiall from another NGO or any othes source, This
confirmation essentially states that the Hospimal will not avall any duplicate assistance for the same patient/case from any other NGO or any other source.
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patiant, is based on the srangement between the patlent & the Hospital, and is In no way nfluenced by Koshika Foundation. Hence, the Hospital will
assuma sole & complale responaibiiity of the treatmaent & i's oulcome & salety of the patient, and Koshika Faundation will hisve no role o responsibility
In the matter
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