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1) By affixing my signalura or thumb impression on this Form, | (Applicant) hereby agree & authorse Koshika Foundation and it's Trusiess 1o
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By affixing hareundir, signiature of our Authorized Signatory for recommending this casa/patient for financial assistance from Koshika Foundation, we
{Hospitai) hereby affirm & sccept following:

1] thiot wa naither are presenily nor will in future svail of financial assisiance from anolher NGO or any other source, for the same pallent/case, as we are
requesting to gel from Koshika Foundation, 1o the extent (hat such assistance is granted by Koshika Foundation. If the requested assistance is not grantad
by Koshika Foundalion, in part or in full, then the Hospital reserves t's righl io meke up the shorifall from another NGO or any other source. This
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sssuma sols & complete responsibllity of the trestment 4 it's outcoma 4 safety of tha pafient, and Koshika Faundation will have no role or reaponsibility
in tha matier,
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