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1) By affmng my sgnature or fhumb impression on this Form, | (Applicani} heraby agree & suthorse Koshiks Foundation and IU's Trustees 1o
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By affixing hereunder, signature of our Aulhorised Signatory for recommending this case/patient for financial assistance from Koshika Foundatlon, we
{Hospital) hereby afirm & accept following:

1) that wa nefther are presently nof will in future svail of financial assistance from anolher NGO or any other source, for the sama pallenlcase, Bs we ars
requasiing o gol from Koshika Foundation, 1o the extent thsl such assistance (s granted by Koshiks Foundaion. If the requesisd assistance (s not granted
by Koshika Foundation, in part of in full, then the Hospital reserves It's right o maks up the shortfall from anothes NGO or any other source. This
confirmation essentally states that the Hosplal will not avall any duplicate sssistance for the same patienticase from any ofhar NG or any other source,
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patiant, i based on the arrangament between the patient & the Hospital, and s In no way influsnced by Koshike Foundation. Hence, the Hospital will
gssume sole & complote responsibility of the treatment & il's oulcome & safety of the patlent, and Koshika Foundation will have no rols or responsibility
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