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1) By affixng my signature or Iumb impression on this Form, | (Applicant) hereby agree & suthorise Koshika Foundation and If's Trusiees o
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By affixing hereunder, signature of our Authorised Signatory lor recommanting this case’patiant for financial assisiance Fom Koshika Foundation, we
{Hospltal) hereby afirm & sccepl following:
1) that we nolther afe presantly nor will in future avell of francial nesistence from enother NGO or any oiher source, for the same patient'case, gs we are
reguesling lo get from Koshika Foundstion, to the extant that such assistance is granted by Koshika Foundation, If the requesied assistance is not granted
by Moshika Foundation, in part or in full, then the Hosplial reserves i's right to make up the eharifall from anather NGO or any olher spwics. This
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patient, is based on the armangement batween the patisnt & the Hospltal, and s in no way influsncad by Koshika Foundation. Hence, the Hospital will
ansume solo & comglete responalbility of the reatmant & It's oulcoms & salety of the patient, snd Koshika Foundation will have no role o resporsibility
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