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1) By aftining my signature or ihumb impression on this Form, | {Appicant) horeby agroa & authorise Koshika Foundation and ir's Trustees 1o
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requesting (o gel from Konhiks Foundation, 1o the exiont that such assisiance & granted by Heshilka Foundation. I the requesied ausisiance s nol granied
by Koshika Foundation, in gart or in full, then the Hospital reserves it's righl to make up the shortfall from anothar NGO or any other source. This
confrmation essentially sinles thal the Hospital will nol svall any duplicate asstsiance for the same patient'case fram sy other NGO o any athar source
Z) Tha asnistancn from Kashika Foundatron is only financial in nature. The choico of the treatmentiprocedurs advinediconducied by the Hospital on the
patienl, b bassd on the arrngemant batasn the patient & the Hospital, and i in no wiry influenced by Koshiks Foundation. Hence, (e Hoapital will
assume solo & compiote responsibiity of the freatment & it's outcome & safety of the petient, and Koshike Foundation will have no mils or responsibility
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