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11 By affixing my sigralure o thumb impresgian an this Form, | [Applicant) hereby agree & authorize Keshiks Foundation and it's Trustees (o
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wilh the Trusioes of Koshika Fourdation, and their decision is this regard will be final and acceptabie to me
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By atiming hereunder, signature of gur Authorized Snatory for recammending this case/patienl for finsncial assistance from Koshika Foundalion, we
(Hospital) bereby afirm & accapt (Dliowing.

1) that we neither are presently nor wil in future avail of financial assistance from anather NGO or any other source, for the same patianticose, oE We are
requesting to got from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation, |f the requested assistance is it granted
by Keshika Foundation, In part or in bull, inen the Hospital reserves it's right fo mmake up the shortial from another NGO or sny other source: This
confamation nszantially stales that the Hospital will not avall any duplicete assistance for the same patient/case from any gther NGO or any other source.
2} The assistance from Koshika Faundation is only financial in nature, The choles of the treatmentiprocedure sdvised/conducted by the Hospital on the
paliont. s bazed on the arrangement belween the patlent & the Hospital, and i in no way Influenced by Kashika Foundatlan. Hencs, the Hospital wil
smsume sole & complele respansibiiity of the treatment & it's outcomae & satety of the patienl. ard Koshiks Foundalion will haye no role or responsibility
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