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1) By-affugng my signature or humb impression on this Form, | (Applicant) hereby agree & authonse Koshika Foundation and it's Trustoos 1o
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with the Trustess of Koshlka Foundation, @nd thait decision is this regard will be final end acceptable © me
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By affixing heteunder, signsture of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundalion, we
(Hospital) hareby affirm & accept follawing:

1) that we nether sre presently nor will in future svell of fmancial essistance from another NGO o any other source, for the-same patienlicase, 88 wa are
requirsting 1o ge! from Koshika Foundation, 1o the extent that such assistance is granied by Koshika Foundation. I the requested assistance fa nol granted
by Kashika Foundation, in parl ar in full, then the Hospital reserves s right to make up the shortfall fram anather NGO or any other source. This
sonfirmation essantially states thal the Hospital will not avail any duplicate assistance for the same patlent/'case from any olher NGO or any olhar source.
2) The assislance from Koshika Foundation is only financial in nzture. The chaice of the trestmentiprocedure advisediconducted by Ihe Hozpital on the
patient, is based on the amangement between the patient & the Hospital. and is In no way influenced by Koshlka Foundation, Hence, the Hospital wil
sssume sole & complete responsibility of the treatment & (s oulcoms & safety of the patient, and Koshika Foundation will have ho ol or responsibiity
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