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1) By affixing my signature or thumb impression on this Form, | {Applicant) hereby agres & suthorise Koshiks Foundation sna it's Trusiees to
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By affiang hareunder, signatisre of our Authorised Signatory for recommaending ihis case/patien| for finenclal assistance from Koshiks Foundalion. we
(Hospital} hereby alfirm & accepl lollowing:

1) that we rolher s presently nod will in future avall of finencial nsalsiance from another NGO or any other source, fof the same pallent/case, s we ire
requesting (o-gel fom Koshita Foundation, to the sxtent that such assistance (5 granied by Koshika Foundation. If the requested assistance (s not granted
by Koshikn Foundation, in part or in full, then the Hosplial reserves it's rght to make up the shortfall from ancther NGO or any olher source. This
confirmation essantially states that tho Hospital will not avall any duplicate assistance for the same patient/casa from any othar NGO or any other source.
2} The sssistance from Koshiks Foundation is anly financial in nature. The cholce of the irealmentiprocedure advisediconducted by the Hosplial on the
patanl, is based on the srrangemant betwesn the patient & e Hospital, and g in no way influenced by Koshikka Foundation. Hence, the Hospital will
assurte soke & complale responsibiity of the treatmant & I's outcoms & safety of the patient, and Koshika Foundation will have no role or reaponsibliity
in the matier.
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