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1) By affixing my signalure or thumb Impression on this Form, | (Applicani) hereby agree & authorise Koshika Foundation and it's Trustees o
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By affixing hereunder, signature of aur Authorlsed Signatory for recommending this case/patiant for financial assistance from Koshika Foundation, we
(Houpitel) hereby sflrm & accep! foliowing.
1] that we neliher ane presently nor will In future avall of financial aselstance from another NGO or any other source, for the same patient/cass, ns we are
requeating 1o gat from Koshike Foundation, o the sxtent that such assistance is granted by Koshika Foundation. If the requasted assistance is nol grantad
by Koshika Foundafion, in par or in full, then the Hospital reserves ii's right o make up the shortfall (rom another NGO or any other source, This
confirmation essentislly states that the Hospital will not avail any duplicals assistance for the sama patient/cass from any olher NGO of any ofhar source.
2) The assistance from Koshika Foundatian s only financial in nature. The choice of ihe irestment/procedure advised/canducted by the Hospital on the
patient, is based on the arangement batwaen the patiant & the Hospital, and is in na way influenced by Koshiks Foundstion. Hance, tha Hospital will

sssums sole & complele msponsibillly of the treatmaent & I's outcome & safety of the patient, and Koshiks Foundation will have no role or responsibiiity
in the matiar.
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