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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authonse Koshika Foundation and it's Trustees to
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By affiting hereunder, signature of our Aulharsed Signatary lor recommanding this case/paliant for financial assistancs from Koshika Foundation, we
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1] that we relther are preasnlly mod will B fulure svail of financial sssistance from another NGO or any other source, for the same pafienl/case, 0s we ara
reguosting to gel fram Keshika Foundation, to the extent that such assistance is granted by Koshika Foundation, If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reservas it's right to make up the shortfall from another NGO or any other source. This
confirmation assanfially states that the Hospital will not eveil any duplicate Rssistance for the same patient/case from any other NGO or any other source
2] The assistance from Koshika Foundation is only finencial in nature. The cholce of the treatmeantiprocedure advised/conductad by the Hospital on the
patient, is based an the armengemeant betwasn the patient & the Hospital, and 15 in no way influenced by Koshixa Foundation. Hence, the Hospital wil
nssume soke & compisls responsitility of the treatmeant & IU's outcoms & safety of the patient, and Koshika Foundation will have ne role or regpansibiflity
m the matter
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