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1) By affixing my signature or thumb impression on this Form, | (Applicant) heraby agree & authonse Koshika Foundation and it's Trostess 10
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By affixing hereunder, signature of our Authorised Signalory for recomménding this casedpatient for financiad
[Honpital) hereby affirm & acoept following:

1) that we nalther are presently nor will in future svall of finencial assistance from another NGO or any other source, for the same pabenlcase, as we Br=
requesting to get fram Koshiks Foundation, to the extent that such assistance is granted by Koshika Foundation, If the requested assistancs 15 not granted
bny Kashlka Foundafion, in part of in full, then the Hospital reserves il's right 1o maka up the shonfell from another NGO or any other source. This
confirmation essentially sistes that the Hospital will nol avall any duplicats assistance for the same patient/case from any olher NGO or any ather source
2] The assistance from Koshika Foundation is only financial In nature. Tha cholce of the treatment/procedurs advised/canductad by the Hospial on the
patiant, is based on the arrangemant batween the patient & tha Hospital, and s in no way influencad by Koshika Foundation. Hence, tha Hozpital will
assuma sala & complale responsibility of the treatment & i1's outcoma & safety of the patisnt, ond Koshiks Foundation will have na role of responsibility

in the matter.
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