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1) By affieng my signaturs or thumb mpression on Mis Form, | {Apgiicant) hereby agree & authorise Koshika Fpundation and it's Trustees to
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By offaong hersundss, signature of our Authorsed Signatory for recommending Ihis case/patien] for finangial assistance from Koshisa Foundation, we
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requasting o el from Koshika Foundation, 1o the exfent that such assistance s granted by Koshika Foundation. If the requested assistance is nol granted
by Koshis Foundation, in part or in full, then the Hoapital reserves s ight to maks up the shortfell from anoiher NGO or any other source, This
confirmation essentially states that the Hospital will not avall any duplicate nesistance for the same patisni/case lrom ary otfar NGO o any other source.
2] The pssisiance from Koshika Foundabon s only financial in nature, The choice of the ireatmentprocedure advisediconductod by the Homgelal an the
patient, is based on ihe arangement betwean thi patient & the Hospltal. and is in no way influenced by Koshika Foundation. Hence, the Hospital will
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in ihe matier,
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