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1) By affixing my sigrialure or thymb Impression an this Form, | [Applicant) herany agrea & authonss Koshika Foundation and it's Trustees 1o
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By affixing hersunder, signature of odr Authorised Signatory for recommanding this caseipatient for financial assistance fram Koshika Foundation, we
{Hospital) hereby sffirm & accept following:

1) that we nelthar are presently nor will in future avall of financial assistance from another NGO or any olher saurce, Tor the sama palient/case, as we are
r requesting 1o get from Koshia Foundation, bo the extant that such assistance is granted by Koshika Foundation, If the requested assistance |6 not granled
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patlant, is based on the arangemenl batwesn {he pateent & the Hospltal, and i8I0 no way infiusncad by Keshika Foundation. Hence, the Hoapital will
assume sole & complete responsibility of the reatmant & i's outcome 4 safety of the palient, and Koshika Foundation will have no role of responsibiity
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