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1) By affaing my signalure of thumd impreasion on this Fom, | (Applicant) hereby agree & authonso Koshika Founcation and if's Trustees o
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By alfixing hersunder, signalue of cur Authorised Signatory for recommending Rils case/palient for finantial sssistancs from Koshika Foundation, we
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requosting 1o et from Kashiks Foundation, 10 the extent that sech assistance is granted by Koshika Foundation. If (he requesiad assistance ks not grantad
by Koshika Fourdaton, in part or In Al then the Hospital reserves s right o maks up the shortfall fram ansther NGO or any cther scurce. This
confimmalion essentally stales that (he Hasplial will not avall any duplicalo sssistance for the same pasient/case from any other NGO of any other source.
2) The assistance from Koshika Foundation i cely financial in nature. The chales of the beatmentiprocedure ndvisediconducted by the Hospltal on the
potien, is based on the amangement batween the patient A tha Hosplal, and Is In no way infiuenced by Koshika Foundation, Hence, he Hospital wil

| assume sclo & complele responsibilty of the treatment & ir's cutcome & safety of the patiend, and Xoshika Foundation will have no role o responsibiity

in the matter.
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