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1) By affixing my signature or (humb impression on this Form, | (Applicant) hereby agree & authoriss Koshika Foundation and il's Trustees lo
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By affixing hersunder, signature of ouwr Authorised Signalory for recommending this case/pationt for financial assistonos from Koshika Foundation, we
(Hospital) hereby affirm & accepl loliowing:

1) that we neither are prasently nor will in future avall of financial gssistance from another NGO or iny other soufce, for the same patienlicasa, & we are
naquesting to get from Koshika Foundation, to tha extent that such assistance is granted by Koshika Foundation. If the requested assistance Is nol granted
by Koshiks Foundation, in parl of [ full, then the Hospital reserves s right 1o make up the shodfall from analher NGO or any othar source. Thia
confimaiion cesenlintly states thal the Hespital will not avall any duplicate assistance for the same patienticase from any othar NGO or any other source
2) The assistance from Koshika Foundation is only financial in nalure. The choice of tha trealment/procedure ndvisediconductad by the Hospilal on the
patlent, is based on the afrangement batwesn the patient & the Hospital, and is in no way influenced by Koshika Foundation Hence, tha Hospital wil
assums sola & complste responsibliity of the treatment & I's oulcome & safety of the patient, and Koshika Foundation will have no role o respons|bilty
in the mattar,
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