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| 1) Uy affing my signature of thumb mpression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and I's Trustees to
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By affixing horeunder, signature of our Authorised Signatory for recommending thes case/patent 10r Snances! assiszance Bom Koshika Foundaten, wa
(Hospitsl) heredy affirm & accep! folowing: )

1) that we noither are presondy nor will in fture avall of fnancial assistance from ancther NGO or any other source, for the same patient'case. as we are
requesing 1o get from Koshiis Foundasion, %o the extent hat such assstance is granted by Koshiks Foundation, if the requested assistancs is nol granted
by Koshika Foundation, in part or in Al then the Hospital reserves It's right 10 make up the shortfall from another NGO or any otar sourco. This
confirmation essentialy states thal the Hospital wit not aval any duplicate assistonce for the some pationticaso from any other NGO or 8y other source.
2) The assistance from Koshica Foundation ks only finsnciad in nature. The choice of the trastmentiprocedure advisadiconductad by the Hospital on the
patient, is bated on the arangemont botween the petient & the Hospital, and s in no way influenced by Koshika Foundation, Hence, the Hospitad wit
assume solo & complete responsibiity of the treatment & i's outzome & safety of the patient. and Koshika Foundaticn will have no role or responsibilty
in the matter.
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