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1) By aMwing my signature or humbd impression on this Farm, | (Applicant) hersby agres & Buthariss Koshike Foundation and Ir's Trustees o
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By alfixing hensundar, signalure of out Authorsed Signatory e recommanding this case/patient lor inancial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:

1) that we neithar are presantly nas will in fulure avell of Bnancial asalstance from another NGO of any other source, for the same patlenticase, B we are
requasting to gol from Koshika Foundation, fo fhe extent that such assisiance ks granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital ressrves it's right 1o make up the shortfall from snother NGO of any cthsr source. This
confirmetion essenfially states that the Hospital will not avll eny duplicate assistance for the same patienticase from amy ather NGO or sny other source.
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nssuma sole & complale responsibiity of the reatment & I's oulcoma & salety of the patient, and Koahika Foundation will have no role o responalbility
in tha matter.
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