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1} By affixing my signature or (humb impression on this Form, | (Applicant) higratly agree & authorise Koshika Foundation and [I's Trustees o
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By affuing hereunder, signalure™of our Autharised Sigrialory for recommending Ihis caselpatient for linancial assistance from Koshika Foundation, wa
{Hospital) hereby affirm & sccept following:

1) that we neither are prasently nor will in fulure avail of financial sssistance from another NGO or any other source, for the same patient/case, as we are
requesting to gat from Koshika Foundation, fo the mdent that such assistance-is granted by Koshika Foundation, If the requested assistance s nol granted
by Koshika Foundation, In par or in full, then the Hosplial reaenves il's dght to make up the shonfall from anothier NGO or any other source. This
confirmation essentisly stales thal the Hospital will nol avall any duplicste assistance for the same patient/case from any other NGO or any other source.
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assuma sole & complate responsiillty of the reatment & (s outcoma & safaty of the patient, end Koshike Foundation will have no role or responsibiilty
in 1he matisr.
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