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1) By affining my signeture or thumb impression on ths Form, | (Applicant} hereby agree & suihonse Koshika Foundation and it's Trustees to
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By afimng rateundar, signature of our Authonsed Signatory for iscommendng s cene/patan! for financial sssatance from Koshika Foundation, we
(Hospdal) heraby affiem & socapt following,

1) tha! we neifes are presortly ror wil in future avail of financial asalstance rom anctbar NGO o sy ather source, for the same patent'case, as we are
regueshing 1o gel from Koshiks Foundation, to the exlent ihat such assistance (s granted by Kosnika Foundation. |f ke requesisd assistance is nal granied
by Koshika Foundation, (n part or in ful, then the Hosstal reserves it's dght to make wp the shartfall from ancther NGO or any other source. This
confirmation assenlially states that the Hoepital will not avall any duplicates sssistance lor the sama patienlcasa from any othar NGO or any othar source.
2} The assistance from Keshika Foundation is anly fikaneial in nature, The choice of the trestmentprocodure advisediconduciod by the Hoaplial on the
patient, is based on the arrengemant bstwesn the patient & ine Mospital, and is in no way influenced by Koshika Foundation, Hence, the Hospital will
assume sole & complete responsiiiity of the treatment & I1's outcorne & salely of tha patient, snd Koshika Foundalion will have no role or respons bility
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