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1) By affixing my signature or thumb impression on this Farm, | (Applicant) hareby agree & authorise Koshika Foundation and I's Trusiees o
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By affiing heraunder, signature of our Authorfsad Signatery for recommending this cesaipationt fos Brancial assistance fom Koshika Foundaton, wa
(Hespitst) hereby affirm & accept loflowing:

1) that wa naither sty prasently noe will in futues mel ol financial sssistance from enolher NGO o any other source, for the same pallienticase. As we are
requesling o gel from Keshika Foundation, to the extent Ihal such assistance s granted by Koshike Foundation. If the requesied assistance is nol granted
by Koshika Foundation, in part or in full, then the Hospital reserves il right o make up e shortfall fom ancther NGO or any other source. This
confirmation essentially states thal the Hospita!l will nol avail any duplicale nssistance o ine same palienlcasa from any olher NGO or sny offher source
2] The assistarce from Koshika Foundaton is enly fnancial in nature. The eheing of the reatmentiprocedure advisediconducted by the Hospital on the
patient, is based on the arrengement between the patient & (he Hosplial, and & in no way influenced by Koshika Foundation. Hence, the Hospital wil
assume sols & complate responeibility of the treatmant & I's outcome & =foty of the patient, and Koshika Foundation wil have no rolg or responsbiity
in ta matter
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