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1) By affixing my signature or thumb impression on this Form, | {Applicant) haretry agres & authorise Koshika Foundstion and If's Trustess o
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requesting |o gel from Koshika Foundation, to the exlent that such sssistance is granied by Koshika Foundation. If the requested assislance is not granied
by Koshika Foundation, in part or in full, then tha Hospital reserves it's right 1o maks up tha shortifall from another NGO of any other source. This
confismaiion essentially states that the Hospital will not avall any duplicale assislance for the same patient/casa from any other NGO or any olhar source
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patient, is based on the armangement betwesn the patlent & tha Hospital, and is in no way influsnoed by Koshika Foundation. Hangs, the Hospital wil
assume sole & complete responsiblity of the ireatment & It's culcome & safety of tha patient, and Koshika Foundatian will have na fole of rosponaibiity
in the matter
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