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1) By affixing my =gnature or thumb impression on this Form, | [Applicant] heraly agree & authgrioy Koshika Foundation and iTs Trustess 1o
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By nffixing hereundar, signature of our Authorsed Signatary for recommanding this case/patient for financial assistanca from Keshika Foundation, we
(Hospital) hersby affirm & accep! following:

1) that weo rithar are presantly mor will in future avad of finencial pysistance lrom snother NGO or any other aource, for the some patlent/cagn, Be we oo
requesting (o git from Koshika Foundatlon, to the extent thal such assistance is granted by Keshika Foundation. If the requested assistance 1 not grantad
by Koshika Foundsation, it part or In full, then the Hospital reserves ii's right to make up the shortiall rom another NGO or any other source. Thin
confirmation essantially states thal the Haspital wiil not avall any duplkcote sssisiance for the sama palleniicase from any othar NGO or any athar source
2) The assistance from Koehika Foundation is only financial in nature. Tha chaice of the imatmentiprocedurs advisediconducted by the Hospiial on the
pathint, Is basad on the arangement betwsen the patiant & the Hospital, and ts In no way Influenced by Koshika Foundation. Henoe, the Hosplial wil

gaume sole & complot responaibility of the treatment & It's outcoms & salely of the patient. snd Koshiko Feundalion will have no role or reaponsibliity
in the mallar,
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