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1} By afftuing my signiture or thumb impression on this Form, | {Applicant) hereby agroe & authorise Koshika Fountalion and it's Trostees lo
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with the Trustees of Koihlka Foundalion, and iheir decision s this regard will be final and acceptable to me.
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By alllking heteuntar, sigrmlune of our Authorised Signmoey for pdcommanding Uils case/patient for financial assistance from Koshika Faundation, we
[Hospital) hereby affirm & ncoapt lollawing:

1] that we nelther are presently nor will tn futlire avedll of financial asslstance from another NGO or amy othen source, for the same patent/case, as we am
requesting Lo gel om Koshika Foundation, to the axtsn! that such asdisiance is granted by Koshika Foundation. I the reguested assistance s nal granted
by Kostika Foundation, in pard or in full, then the Hospital reserves iCs nght 1o make up the shortfall from anpther NGO or any othar source, This
confirmation essentially states that the Hosplial will net avall any duplicate assistance for the same patlenticasn from any other NGO or any olhar source
2] The assisinnce from Koshika Foundation is only financial in nalure. The chokce of the treatmont/procodure ndvisedicanductad by the Hospital on iho
patiend, = based on the srangemant betwesn the patient & the Hospital, snd i in no way Influenced by Kashika Foundation, Hence, the Hospital will
Esaumn solo & complatn respons/bility of the mentmant & i's outoome & safely of tha patient, end Koshike Foundafion will hove no rola or reaponsibiiity
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