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1) By affixing my signature or thumb impression on this Form, | {Applicant] hereby agree & authorise Koshika Foundatlon and it's Trustess 1o
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By affiing hermunder, signalire of our Authorised Signatory for recormmaending this casa/patient for financial assistance from Koshika Foundation, we
{Hospital) hereby affirm & accept fallowing:

1) that we neither ara presantly nor will in future avall of financial assistance from anolher NGO or any other source, lor the same patisnlicase, s we 2w
requesting 1o gel from Keshika Foundation, 1o the extent thal such assistance is granted by Koshiks Foundation, If the requested assistance is not granted
by Koshlia Foundation, in part or in full, then the Hospital reserves it's right to make up the shartfall from anather NGO of any other soircs. This
confirmation essantially states that the Hospital will not avall any duplicate assistance for the sama palient/case from any other NGO or any other source
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gasuma sola & compiets responsibility of the treatmant & it's outcorma & safaty of the patienl, snd Koshike Foundation will hava no role or responsbifity
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