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1) By aftmng my sgnature or Tumb impression on this Form, 1 (Applicant) hereby agree & authorise oshika Foundation and it's Trusises 1o
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1) that we nelther sre presantly nor will in lutura avall of financlal asalstance from snother NGO or any other sourca, for the same patianticase, as we am
reguasiing to gal from Koahika Foundation, 1o the saent (hat such sssistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Feundation, n part of in full, then the Hospital resarves Iy rght 1o make Up the shotfsll from anather NGO or any other sourcs. This
confirmation essentlally states that the Hospital will not svall eny duplicate assistance for the same patient/cese from any othar NGO or any other source.
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assume sale & complete responsibility of the treatmant & ii's cutcoma & safety of the patient, and Koshika Foundation will have no rols or responsibillty
it atier.
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