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1} By affixing my signaturs or thumb impression on this Form, | (Applicant) hereby apree & authorise Koshika Foundation and i's Trustees to
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By aifixing hereunder, signalure of our Autharised Signalory for recommending this case/patient lor financial assistance from Koshila Foundation, we
(Hospital) hersby affrm & accept follow|ng:

1) that we nelihar are presenily nor will in future avall of financlal assistance from anolher NGO or any other source, for the same patient/case, as we are
reguesting la gat lrom Koshiks Foundation, to the extant that such sssistance is granted by Koshika Foundation. If the requesied assistance is nal granied
by Kashika Foundation, in part or In full, then the Hosplial reserves if's right to make up the shortfall from another NGO of any other source, This
confirmation essentally states that the Hospila! will not avail any duplicate assistance for the same patienticase from any other NGO or any other source.
2) The assisiance from Koshika Foundaton |s only financial In natisre. The choice of the freatmenl/procedirs advised/conducted by the Hospial on the
patient, is based on the arangemeant between the patient & the Hospital, and s in no way influenced by Koshika Foundation. Hence, the Hospial will
agsump sole & complele responsibiity of the reatment & i's outcome & salaly of the patienl, and Koshlka Foundalion will have no rolé of respons|bility
in the matter,
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