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1) By affizing my skinature o thumb impresaion on this Form, 1 (hpplicant) hersby agres & suthorse Keshiks Foundation and s Trusiees 1o
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By affixing hereundes, signalurs of eur Aulhoriged Signatony for recommanding this case/patient for financal aseistance fram Keshika Feundation, ws
[Hesplial} hereby affim & acrept fallowing:

1) trat we nielthier are pregenily. nar will |r fuiluse sveil of financial Sssistancs from another NGO or any sther sburde, fof the ssms pafisni/onss, s we are
tequesling to get from Kashilka Foundatlon, (o the satent that such assistance is granted by Koshika Foundation, If the requsated assistance is not grantad
by Keehika Faundstion, in part or in full. then the Hospital reserves s right (o maka up the shortfall rem anathar NGO or any other source, This
corfirmation essenlizlly states that the Hospltal will not aviell any duplicate asslstznes for ihe same patlert/case from any oiher NGO o any athar soura.
4] The asgistance fram Koshiks Foundation is anly financial in nefure. The choice of the ireaimentiprocedure advissd/conductsd by the Hospilal an the
patient, ls bassd an he arsnpement batween Ihe patlent & the Hospltal, and |s In no way Influenced by Koshiks Foundation, Hence, the Hoepital will
masume sole & complote responsibility of the treatment & it's outcoma & ssfety of tha patient, Bnd Koshika Foundation will kave no role or responalbillty
in the matier
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