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1) By affixing my signature or thumb impression on (hig Farm, | (Applican) hereby agree & suthorse Koshika Foundation and it's Trustees o
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gy affixing hereunder, signaturs of our Authonsed Signalory for recommending this case/patieni for inancial sssistance from Koshika Foundalion, we
(Hospital} hereby affirm & accepl foliowing:

1) that we nelther are prasently nor will in fulure svall of financial assistance from ancther NGO or any olher source, for the same pallent'case, as we are
reduesting to gel from Koshika Foundation, (o the extant that such sesisiance ks granted by Koshika Foundation. If the requested sssistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from anather NGO or any other source, This
confirmation exsentjaily states that the Hosplinl will not aveil any duplicaie assistance for the same patient'casa from any other NGO or any other source
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sssume sole & complete responsibiiity of the trestmant & if's outooma & safety of the patient, and Koshiks Foundation will have no rols or responsibility
in fhee matier,
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