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1) By afficng my ssgnature or thumb mpression on this Form, | (Appiicant) hereby agres & authorise Koshika Foundation and if's Trusioes to
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By afllxing harpunder, signature of aur Authorissd Signatory for recommending thin case/patlent for inancial sssisiance rom Koshika Foundalion, we
(Heapital) horeby afirm & nccept following;

1) thal we nelther sre presently nor will in fulure aved of financial asslstance from ancther NGO or any other scurce, for the same patienlcase, as we are
requesting o et from Koshiks Foundation, to the extent that such assistance is granted by Koshika Foundation. |f the requested assistance I8 nol granted
by Koshika Foundation, in part or In full, then the Hospital reserves 1's right to moke up the shortfall inom another NGO or any othier source. This
confirmason essentinly states that the Hospital will not svail sy duplicate assistance for the same patienticase from any other NGO or any other seurce
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