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1) By afaing my sgnature or thumd mpression on this Form, | (Applicant) hareby agree & uhorise Koshika Foundation and (s Trustoes 1o
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By affixing hareundsr. signatun of our Authorised Signatory for recommunding this case/pathint for financial sssisiamcs from Keshika Foundnation, we
(Hospial) hereby affirm & acoepl following: |

1] that wo neithor are presently nor will in fulure svall of financil wssistance from anothar NGIO of any olher scurte, for the same patienticase, as we are
requesting o got from Kashika Eoundation, to the axtent thal such assistance is grantad by Koshika Foundation. |f the requesied assistance s not grantad

by Koshika Foundation. in part or in full, then the Hospital reserves it's right 1o make up the Il from angiter NGO or any olher source. This
confirmation essentinlly states thal the Hospital will not avell any duplcale assistance for the patianticase from any other NGO or any offer sourca
71 The axsistance fram Koshika Foundation is only fingncial in nature. The choice of the procedute sdvissd/conduciod by the Hospital on the

patlent, i5 based on the arrangement betwesn the patient & the Hospital, and is in no way influenced by Koshiks Foundation. Hence, the Hospeal will
EBUMe 10M & complate responmbility of the treatment & it owicome & satety of the patient, and Koshiks Foundation will have no role or responsibilty
in the makies.

vt s, wemel @ sy § el W) *wifes sty @ e o gy fearfn ol §, ol v (o) Fee g @ A e b
1) e w A wh s w o wiee F fafire e e A s s w fierd s i @ we et § 4w ow o @R e v e e
# et o % WA d “wiim s g0 W g fe ook e st o wee A sfwemes dy s o S e § 8 s
fall 5o by e e w e s wEe @ e 0w afeer i e b v oy 4 Sve wm o | e s fipfa sex e Ao #y fed
W vt e w el sem e @ A '

2 “wifie SR R W e s S st W b W v o 4 o e w st W o e e

% dre w1 feve & ol wifow e g fed wen w0 W wen W ) fied e d a0 % e o sl and ot W feaoh o a weme
oy sy “wifent @ e v o fectol oo F o

RECOMNENDED FOR ACCEPTENCE

w W feg wepfy P\ P

FOR INTERNAL USE of KOSHIKA FOUNDATION I TS T

SIGNATURE of TRUSTEE 1 1 SIGNATURE of TRUSTEE 2
T | =il A 2

4 Pzl

20 - 03 - 2025




