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1) By aflixing my sgaaiure of thumd impression on this Form, | (Applicant) heroby agres & suthorise Koshika Foundation and I's Trustees to
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By afixing horeunder, signature of our Authorised Signatary for recommending this case/patient for financial assistance from Koshika Foundalion, we

(Hospital) hereby affimn & aconpt following:
1) B1ot we nedher are presently nor will i future svail of financial sssistance from ancther NGO or any other source, for the same patienticase, as we are

1equasting 10 get from Koshia Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requestad assistance is not granted
by Xoshikn Foundation, in part or in full, than the Hospital reserves It's right 1o mako up the shonfall from another NGO or any other source. This
coofirmation essentially states that the Hospital will not avadl any dupliicates assistance for the same patienticase from any other NOO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the rsatmentprocedure advisediconducted by the Hospital on the
patient, is based on the arrangement batwesn the patiant & the Hospital, and is In no way influenced by Koshika Foundation. Hance, the Hosptal will
S35ume sole & complete responsiility of the treatment & It's cutcome & salety of the patient, and Koshika Foundation wit have no role or responsiiity
in the mattec
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