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1) By affing my signature or emd impression on s Form, | (Applicant) herety agree & authonse Koshika Foundation and It's Trustees o
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with the Trustses of Koshica Foundation, and their dectslon is this regard will be final and acceptable to me.
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By affixing hereunder, signature ol our Authonised Signalony lof recommending thin case/pationt for financial aesisinnee from Koshike Fourdalion, we
{Hospital) hereby affirm & accept lollowing:

1) that we neliher are presently nor will in future avail of finandal assistance from nnother NGO or any other sowte, for the same palenticase, B8 we are
requesting to pet from Koshika Foundation. to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshila Foundalion, in part or in full, then the Hosplisl reserves (' right to make up the sherfall from another NGO or any other sodree. This
confirmation essantially states thal the Hospital will not avail any duplicate assistance for the same patienticass from any other NGO or @y other source:
2) Tha assistance [rom Moshike Foundation (s paly linancial in nature. The choice of the trealment/procodure advised/conducted by the Hospiial on the
patient, is based on the arangement batween the patient & the Hospital, and is in no way influencad by Koshika Foundation, Hence, the Hospital will
assuma sola & complate responaibiiity of the treatment & 'y outcome & salely of the pallent, mnd Koshike Foundation will have no role or responsibiity
in the matier,
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