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1) By affong my signatre o thumb impression on this Form, | (Apphcant) hereby agres & suinonse Koshika Foundation and It's Trustees lo
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By affixng hereundd, tignature of our Autharised Signalory for recommanding this casa/paliant fior financial assitance from Koshiks Foundalion, we
(Hospital) heraty affiom & aocapt -

1) that we naliher are presenity nor will in future svail of finencisl assistance from enother NGO or any othee sowrce, for [he same patenlicase, &s we are
requesting 1o get from Koshiss Foundaiion, 1o the extent that such assklance (s granted by Koshika Foundation. If the regquesied assistance is nol granted
By Koshia Foundation, in part of in full, then the Hospital reserves (1s right 1o make up the shorfall from another NGO or any other soutcs. This
confirmation essentially stes that the Hospltal will not avail any duplicate assistance for fhe same patienl/case from any ofher NGO or any other source.
2] The ausstanos from Koshika Foundation is only fimancial in nature. The choice of the trestiment/procedure advisediconducted by the Hospital on the
patient, Is basad on the arsngement betwean the patient & the Hospital, and |5 In no way nflusnced by Koshiks Foundation. Hence, the Hospital will
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