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1} By affixing my sigrature or thumb impression on this Form, 1 (Applicant) hereby agree & authorise Koshika Foundation and it's Trustoes to
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By affixing hereunder, sagnature of our Authorsed Signatary for recommending s casa/patient for inancial assisiancs from Koshica Foundation, we
(Hosphal) herety affirm & acoepl lollowing:

1] that wa neiher are presantly nor will in future awail of financial assislence from another NGO or any other source, for the same patienticase, % we are
requesting 1o gel from Koshika Foundation, 1o the exiant that such assistance B granied by Koshika Foundation. If the requested assistance is nol granied
by Koshika Foundation, in pan or in full, than the Hospital reserves IU's righl 1o make up the shortfall from another NGO or any other source. This
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patisnt, s bassd on the srrangement betwasn tha patient & the Hospital. and i in no way influsnced by Koshiks Foundation Hence, the Hospliial will
assume soleé & complete respondlbility of the treatrmant & t's outcome & safely of the patent. and Moghika Foundaton will have no role or responsibility
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