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1) By affixing my signature or thumb impresmon on ths Form, | (Apoicant) hereby agree & suthorse Koshika Foundation and it's Trustees 1o
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By afuing herounder, signature of our Authorised Sipnatory for recommending INs casa/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept foflowing:

1) St we nefther are prosently nor will in future avad of fnancial assistance from ancther NGO or any other source, for the same patient/case, as we are
requesting 1o get from Koshika Foundation, 1o the exlent that such assistance is granted by Koshika Foundation, If the requested assistance is not granted
by Koshika Foundation, in part or in ull, then the Hospita reserves it's right 10 make up the shartfall from another NGO or any other source. This
conferration essontially states that the Mospital will not avail any duplicate assistance for the same patienticase from any other NGO or any other source
7} Tha sssistance from Koshika Foundation is only financial in nature. The choice of the treatmentiprocedure advisaed/conducied by the Hospital on the
pabent, s based on the amangement between the patient & the Hospital, and is in no way influenced by Koshika Foundasion, Hence, the Hospital wil
pasume sole & complete responsbiity of the treatment & it's cutcome & safely of the patient, and Koshika Foundation will have no role or rosponsibility
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