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1} By affwing my signature or thumb impremsion on this Form, | (Applicant] heteby agree & authorse Koshika Foundation and il's Trustees o
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By affixing heveundar, sgnature of our Authorisad Signatory for recommending (his case/patent for financla gssistance from Koshika Foundation, we
(Heapitad) horeby afftrm & actept following:
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roquasting ¢ gel from Koshika Foundation, to the exient ihal such ssariance is granted by Koshias Foundation, If the requested assisiance is not granted
by Koshika Foundation, in par or in full, then the Hospital reserves it's nght 1o maks up the shartfall from another NGO or any other source. This
confirmation essontially states that the Hospaal will nol avail any duplicate assistance for the same patientcase from any other NGO or any olher source.
2) The assistance from Koshiks Foundation is only financial in nature, The chalce of the ireatmanliprocadurs advised/conducted by the Hospital on the
patiant. is based on the arrungement betwesn the patient & the Hospilsl, and is in no way infiuenced by Koshika Foundation. Hence, the Hospital wil

assume sols & complets responsisiity of the treatment & i's oulcome & salety of the patient, and Koshika Foundation will have no role or respans:bility
in tha matior.
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