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1) By afxing my signalura of thumb impression on this Form, | (Applicant] heroby agroe & authorise Koshia Foundation and K's Trustees %o
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By affleing hereunder, signature of our Authonised Signatory for recommaending this casebatent for financied assistance from Koshika Foundation, we
{Hoapital) hecoby alfirm & accept following:

1) that we neither ase presently nor will in future avall of financial assistance from ancther NGO or any other source, for the samo patient/case, as we are
requesting 10 get from Koshika Foundation, 1o the extant that such assistance & granied by Koshika Foundation, If the requested assistance is not granted
by Koshiks Foundation, in part or in full, thon the Hoapital reserves it's right 1o make up the shartiall from another NGO or any other source. This
confiemation essentially states thal Ihe Hospital will nol avail any dupicate assisiance for the same palienticase from any other NGO of any olher source
2) The assistance from Koshika Foundation is only financial in nature, The choice of the beatmentiorocedure advised/conduciad by the Hospital on the
patient, is based on the armangement betwean the pationt & the Hospital, and 1 In n0 way nfuenced by Koshika Foundation Hence, the Hospital witl
assume sole & complete responsibilty of the Feaiment & X's cutcome & safety of Ihe patent and Koahika Foundation will have no role or responsibility
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