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1) By afficing my signaiure or humb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trusioes (o
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By affining hereunder, sgnature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundstion, we
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1) that we neither are presenty nor will in future svail of financial assistence from another NGO or any oihar soures, for the same patienticass, as we are
tequasting to get fram Koshiks Foundation, to the extent that such assistance is granied by Koshika Foundation, If the requested adalstance i nol granted
by Koshika Foundation, in part or in full, than the Hospital reserves It's right to make up the shorttall from another NGO or any olher sourca. This
confirmation sssantially states that the Hosptal wilt not avall any duplicate assistance for the same patient/case from amy other NGO or any other source.
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patiant, is besed on the armngament betwesn the pationt & the Hospiial, and is in no way influenced by Koshika Foundation, Hance, ths Hospital will
assume sols & complets rasponsibility of the treatmant & IN's cutcome & safety of the patient, end Koshiks Foundation will heve no role o responsibility
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