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1] By afxing my signature of thumb impression on this Form, | (Applicant) hereby sgree & suthorise Koshika Foundation and s Trustess 1o
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By afixing hereunder, signature of our Authorised Signatory for recommending this casa'patient for financisl 8ssistance from Koshika Foundation, we
(Hospaal) hereby affirm & pccept following:
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by Koshics Foundation, In part of in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This
confiemation essentially states that the Hospital will not avall any duplicate assistance for the same patientcase from any other NGO or any cthar source
2) The assistance from Koshika Foundation is only fimancial in nature, The choice of the treatment/procedure advisediconducted by tha Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and Is in no way influpnced by Koshika Foundation. Hence, the Hospital wil

assume sole & compiete responsibiity of the treatmant 5 it's outcome & safely of the patient, and Koshika Foundation will have no role of responsidility
in the matter.
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