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11 By affinlng my signature or thumb impression on this Form, | (Applicant) hereby agree & asuthorise Koshika Foundallon and it's Trusires 1o
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By affixing hareunder. signature of our Authonsed Signatary for recommanding ihis casedpatiant for financial asststance from Koshika Foundation, we
[Hospital hereby affirm & accepl following:

1) that wa neilter are prasently nor will in future avall of Hinencial assistance from another NGO or any other source, for the sams patient/case, as we il
requesting to gel from Koshika Foundation, to the extent (hal such assistance is granted by Koshiks Foundation. If tha requestad sesistance & nol granted
by Koshiks Foundation, in part or in full, then the Hospital reserves (s right fo make up ihe shorifall from ancther NGO or Bny other source. This
confirmation sssentially stnies that the Hospital will not avedl any duplicate assistance for the same patianticass from any olher NGO or eny other source.
2} The assistance from Koshika Foundalion s only financaal in nature. The choice of the ireatmantipracedure advised/vonducted by the Hospltal on the
patlent, ks based on the arengement between the patient & tha Hospital, snd is in no way influanced by Koshiks Foundation. Hance, ths Hospital will
assume sole & complete responsiility of the trestment & It's cutcome & safety of the patient, and Koshika Foundation will have no role of responsibility

in Ine matter
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