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1) By affixing my sigrature or shumb impression on this Form, | [Applicant) héreby soree & suthonise Koshiks Foundation and it's Trustess o
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By alfixing hateunder, signature of our Authorised Sigratary for recommanding this case/patient for financial assistance from Koshika Foundation, we
(Hospial) hereby afiirm & accept followmng:

1) that wa naither are prasently mor will in fulure svall of financial assistance from another NGO or any olher sourcs, for the sam patlonticass, 85 we arg
requesting to get from Koshika Foundation, 1o the sxtant fhat such assistance is granted by Koshika Foundation, If fhe requested assistance is nol granisd
by Keshikn Foundation, In part or in full, then the Hospital resarves Vs right to meke ug the shortfall from anotfer NGO or any other source. This
confirmalicn essentially states thal the Hospilal will not avall any suplicats assistance for he same patienticase from any other NGO or any qthar SOUrce.
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palient, is based on the arangement between the patient & the Hospital, and is In no way infilenced by Koshiks Feundatlon, Hence, the Hospital wil
assume sals & comnlate responsibility of the reatiment & its oulcome & safety of the patient, and Koshike Foundation will have no role of respanstbillty
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