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11 By affixing my sigrature or thumb impression on tis Form, | (Applicant] hereby agres & authorics Keshika Foundalion and ' Trustees 1o
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By affing hereunder, signature of our Aulhorised Signatory for recormmending (his casefpatient for lnsncial assistance from Koshika Foundafion, we
(Hospital) herelry affirm & accapt foflowing:

1) that we neliher ara prasently nor will in future avall of financial assistancs from anolhsr NGO o any other source, for the sama pellent'case, Bs we am
refjuesting (0 gat from Koshika Foundation, to the extent that such asslstance is granted by Koshika Foundstion, If the requestéd assistance i8 nol grantzd
by Koshika Foundation, in part or in full, then the Hosplial reserves it's rght to make up the shaortfall from anathar NGO o any other source. This
confirmation assentialy stales that |ha Hespital will not avall any duplicate assistance for the same patient/casa from any ofther NGO or any other source
2) Tha assistance from Kashika Foundalion is only financial in nature. The choice of the treatmentiprocedure sdvised/vonducted by the Hospital on he
patiant, [ based on the arrangemant betwesn the patient & the Hospital. and i% in no way influenced by Koshika Foundation. Henos, the Hoapital wil
sssume sola & complete responsibillty of the treatment & Il's outcoma & safely of the patient, and Koshiks Foundation will have no role or responsibility
in the matier.
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