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1} By affiang my sgnaiue o thumb impression on this Form, | [Applican) hereby sgree & suthonee Koshike Foundafion and it's Trustees to
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By allixing hersimidar, sgnalure of aur Authorised Signalory for recommending ihis case/patient for linancal assisiance from Koshika Foundation, we
(Huspitsl) tereby-affirm & scoept follwing,

') that we nelther arg prasently not will in fulure avall of Tinancisl assistence from anoiher NGO or any other source, for the same patienticase, as we ane
rirquesting lo gat from Keshika Foundation, 1o the extont thal sech assistanos is granted by Koshika Foundation. If the requesied assistance is not granted
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patient, is based on the grrangamant betwesn the patient & the Hespital, end 15 in no way influenced by Koshika Foundation. Hence, the Hospital will
assuma sole & somplate responsibility of the treatment & it's outcome & safety of the patient, and Koskika Foundation will have na rofa ar responsibility
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