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1) By affiing my sigmature o thumb impeession on this Farm, | (Applicant) hereby agres & authonsa Koshiks Foundation and 1's Trusiess o
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By afliping hireunder, sgnslure of our Authonsad Signatory for recommending (his casa/pationt for Minancisl sssitancd nom Moshika Foundation. we
(Ho=pitad) hereby &firm & acoept following:

1) that we nolther are presently nor will in future svall of Minescial ssslstance from another NGO o any other sourge, for (he sams patisnl/case, 6 we aro
reguasting in get from Koshika Foundation, o the exient that such sss:stance is granted by Koshika Foundation. i the requested assistance is not granted
by Koshiiio Foundation, in part of in full, then the Hospital reservas (U's fght to make up the shorfall from apother NGO or any other source. This
confirmation sssentially states thal the Hospital will not @vail any duplicate assistance for the seme patienticase from any other NGO or any other source
Z) Thee sssintance fram Kashika Foundation ix only financial in nalute. Tho chalos of tha restmentiprocedire advissd/conductod by the Hospitnl an the
patienl, i batad on the arrangament batween the patlent & the: Hospital, and Is In na way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complade responsibility of the treatment & s oulcomea & safety of the patlent, and Koshika Foundation will have na role or reaponalbilty
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