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1} By affiung my signature of thumb impression on this Form, | (Applicant) hereby sgroe & authorise Koshika Foundation and its Trustoes lo
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By affating A of our Authorised Signatory for recommending this casefpatiant for financial assistance from Koshiea Foundation, we
{Hoapital) hersby afirm & accept following:

1) that wa nedther gre presantly nor will in future avall of financal assistance from anather NGO or any ofher source, for the same patientcass, as we ars
reguosting 1o gel from Koahiks Foundation, o the extont thal such sssistance is granted by Koshika Foundation. If the requestid assisianca i nol granted
tsy Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shartfall from ancther NGO or any other source. This
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patient, i based on the arrangoment betesen the patleat & the Hospital. and i in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & compiets responsibility of the reatment & I's cutcome & safety of the patient, snd Koshika Foundation will have no role or responesbility
in e mater
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