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1) By affixing my sighatute of Iumb impression on this Form, | (Applicant) heraby agres § auinories Koshika Foundation and i's Trustess 1n
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By affining hereunder, signatune of our Authorised Sigratiry for recommending this case/patien] fus knancial assitance fram Koshisa Foundetion, we
(Hospdal] heredy affrm & accept following:

1) thal we neithes ane presently noe will in futuee avall of Snancial assistance from anotter NGO of any olher spurce, for Ine same patient/case, as we are
requesling 1o gel from Koahlia Foundation, to ths extien! that such assistancs is granled by Koshiis Foundation, If the requested assistance is not grantad
try Koshika Foundation, in part or in full, then the Hospital reserves it nght to rake up the shortfall from another NGO ot any other solfce. This
canfirmation esseniially states that the Hospital will nat avall any duplicate assistance for the same patienticase from ary oftier NGO or any oihar sourcs.
1) The assistance flom Koshiks Foundation is only linancial In natuse. The choice of the trestment/procedure advissd/conducted by the Hospital on the
pafient, is based on the armngement batween the patient & the Hospital, ahd i in no way infienced by Koshika Foundation. Hance, the Hospital will
assuine sole & completo responsitiiity of the treaiment & ItU's osutcome & safety of the patient, and Kossika Foundation will have no role of responsibility
in'tha matier.
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