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1) By afMixing my signalure of (humb improssion on this Form, | (Applicant) hereby agree & authorise Koshia Foundation and It's Trustees
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by Kostra Foundaton, in paet o In full, men she Hoapita! resarves it's night 10 make up tha shocfall from another NGO of any other source. This
confirmason ecsentiolly states that the Hoapital will not avall any cupliicate assistance for the same patient/cass irom any other NGO or any other source.
2] The assistance from Koshina Foundation is only financial = nadure. Tho choice of the treatment/procedure advised/conducted by tha Hospital on the
paterd, (s besed on the srrangement betwesn he pationt & the Hosptal, and is in no way influenced by Koahika Foundation. Henca, the Hospital wil
assume sole & complete responsibility of the frestment & 1's outcome & safedy of the patient. and Koshika Foundation will have no roie of responsioiity
i ihe maRer.
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