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1) By alfeng my signsture or thumb imprassion on this Form, | (Applicant) hereby sgrea & authorise Koshika Foundation and It's Tristess to
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By affixing hereunder, signature of our Authorised Sgnatory for recommending this casefpatient for finencia! pssisiance frem Keshika Foundalion, we
(Mospitnl) hersby ffirm & accopt following:

1) that we nedther are presently norwill in fulure avill of finandal sssislance lrom anciher NGO or any other source, for he same patientcase, &4 we arg
requesting o get from Koshike Foundation, 1o e exten! 3l such sssistance |3 grantad by Koskika Foundation. If the requesied assistance i nol granted
by Hoshiks Foundabon, In part o In full, then the Hospital reserves it's right to make up (he shortfall from enother NGO or anvy other source. Thia
oonfimmalion essenfially siates that e Hospital will not avall any duplicate assistance for the sams patienticase from any other NGO or any ofher source.
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patieni, is based on e erangemont botwesn the pationt & (ha Hospial, and ks in no way influenced by Koshlka Foundation. Hence, (e Hospital will
assump sole & comglelo responalbiity of the (reaiment & i's oulzome 4 safely of the potient, and Koshlka Foundation will have no role or responsibility

in the matier.
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