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1) By affixing my sigristure of thimb impression on this Form, | (Agplicant) hereby agree & authoriss Koshika Foundation and I£'s Trustees io
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By affing hereundar, of our Aulhorised Sigratory for eeommending this case/patient for financlal assistance from Koshika Foundation, we
{Hoapital) hereby affirm B accepl following:

1] thist wa neither are presenily not will in futuie svall of financisl sssistince from anolher NGO or any other source, for the same pallent'case, as we are
reguesting 10 gel rom Koshika Foundation, to the extent that such sssislance 8 granied by Koshiks Foundation. If the requestsd assistance & not grantsd
by Koshila Foundation, in parf or in full, thes the Hosplial reserves B's right to make up the shorfall from another NGO or any other source. This
confirmalion essantially stoles that the Hospital will not avail any ¢ plicate assisiancs for the same patient/case from any other NGO or any ofher source.
2} Tha assistance from Koshika Foundation bs only lnancial in nates. The cholce of The irsatmentiprocedyure advissdiconducied by the Hoapital on the
patient, s based on the srangement between the patent & the Hospital and i in no way iInfluenced by Koshika Foundation. Hence, the Hospital will
assuma sale & complele responsibility of ihe ireatment & ii's outeoe & salety of the patient, and Koshika Foundation will have no role of responsibility
in ihe mattar.
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