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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and (I's Trustees io
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By affiding hereunder, signature of our Authonsed Skgnatory for recommending thes casa/patient for financial assistance from Koshika Fourdation, we
(Hospltal) herebiy affim & acoepl following;

1) that we neither sre prasantly nor will in future awail of financial assisance from another NGO or any other sourca, for the same patient/cese, 85 we &78
reguesting 16 gol from Koshis Foundation, 1o the extent that such ansistance is granted by Koshika Foundation. If the requesied assistance (& nol granted
by Koshika Foundstion, in pari or in full, then the Hospital reserves it's nght in make up the shortiall from another NGO or any ofher source. This
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assume sole & complete responsibility of the reatment & [('s cutcome & satety of the pallent, and Koshika Foundation will have no role or responsibility
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