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1) By affiang my sgnature of Humb impmssion on Sis Form, | (Applicant) hersby agree & authorise Koshika Faundation and s Trustees o
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By affxing hereunder, signature of our Authorised Signatory for reconmimending Ihis case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accep! following:

1) thal we nedther are presently nos will In future avall of finandial sssistance from another NGO or any other source, for he same patienticase, s we are
requasting to get from Koshika Foundation, o the sxient that such sssistsnce i granied by Koshiia Foundation, I the requestod assistance ls not granted
by Koshia Foundstion, ln part or in full, fhen the Hospital neserves it's right to make up the shortfall from anciher NGO or any other source, This
conlirmation essontially states that the Hospital will not avall any duplicale assislance for the same patient/case from any other NGO or any other source.
2) The assistance from Heshika Foundaton is only financial in nature, The choxe of the treatmantiprocedure advised/conductad by the Hospital on the
pabant, is bused on the armpgement betwesn the patient & the Hospital, snd & In no way Inflsericed by Koshiks Foundalion. Hence, the Hoapital will
assume soie & complete responsibiity of Ihe reatment & |t's outtome & salety of the patent, and Koshis Foundation will have no role or responsitility
in tha mattor
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