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1} By affining my sagnature or thumb impression on this Form;, | (Applicent) heraby agres & authorise Koshika Foundation and it's Trustees o
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By affixing hemsunder, slonalure of sur Authonsed Signalafy for recommanding this case/patiant for firancial assislance from Koshika Foundation, wi
(Hospital) hereby affitn & accept following:

1) that we neithar are presently nor will in future avall of financial assistance fram another NGO or sy other source, for the semes pafienticase, as we ore
requesting to get from Koshika Foundation, to the extent that such assisiance is granted by Koshika Foundation. If the requested assistance (s nof granted
by Kostika Foundation, m part or in full, Iken the Hospitsl ressrves it's right to meke up the shorttall from another NGO or any olher souros. This
confirmation essenfially stat=s that the Hospital will not aveil any duplicate assistance for the same patient/case from any other NGED or eny ather sourge
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patient, s based of the armangament between he patient & the Hospital, snd is 0 no way influssced by Koshlka Foundatian. Hence, the Hospital wil
ggsume sole & complets responaeibility of the treatment & it's outcome & safety of tha patient, and Koshiks Foundation will have no role or responsibillty
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