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1) By affiong my sigrature or thumb impression on this Form, | (Applicant) heraby agree & authorse Koshika Foundation and it's Trusizes lo
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By affixing hereundes, signalure of our Aufhorised Signatory for recommending this caselpatient for financial assistance from Kashika Foundation, wa
{Hospital) hereby offirm & acoept following:

1} trat we neither sre presently nor will in future sval of finandal assistance from snother NGO or any other source, for the same patient/case, as we are
raquesting to gel from Koshika Foundation, 1o the extent that such assistance is granted by Koshika Foundation, If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hespital reserves it's Tight to make up the shortfall from another NGO or any other source. This
confirmation essantially stales thal the Hospital will not avall any duglicate assistance for the same patient/case from any olher NGO of any ather source.
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patient, is baked on B srrangement betwesn the patient & the Hosplial, and i in mo way Influsnced by Koshika Foundatlon, Herce, the Hospital will
assume sole & complete responsibilily of the trestment & iT's outcome & salety of the petient. and Koshikn Fourdstion will have no role or responsibifity
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