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1) By affiming my signalure or thumb impreasion on this Farm, | (Applicant) heraby agroe & suthorise Koshlka Foundation and it's Trusioes 1o
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By affixing hereundes, signature of our Authorised Signatory for recommending this casa/patient for financiai assistance from Koshika Foundation, we
(Hosphtal) hereby affirm & accept fallowng:

1) thal wa nolthor ara prasantly nor will in futurs avail of Bnancial assistance from another NGO or any other sourca, for the same patienticase, as we are
requestng 1o gel from Koeshika Foundation, to the extent that such assistance |s granted by Moshika Foundation. i the requested assistance is nolt granted
by Moshika Foundation, in pant or in full, then the Hospital ressrves it's fight 1o make up the shortfall from another NGO or any other source. This
confirmation essentially states thal the Hospital will not avall any duplicate assistance for the same pateni/case from any other NGO o any other soures
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gssume sole & complete responsibility of the treatment & s outcomes & safety of the pafienl. and Koshike Foursdation will hsve no role or responsibiliy
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