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1) By affiwing my signature of thumb impression on this Form, | (Applicant} hereby agree & authorise Koshika Foundation and it's Trustses lo
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By 2fixing hereunder, slonalure of our Autharised Signatory for recommending this case/pallent for financial assistance from Koshika Foundabon, we
[Hosplial) heteby afiem & accepl following:

1) that we nelther are presently nor will in future avall of financial assistance from another NGO or any other source, for the same patienl/case, as we are
reguasling (o get from Koshika Foundation, to the extont that such assistance is granied by Koshika Foundalion, [T the requested assislance is nol granied
by Koshika Foundation, n part or in full, then the Hospital reserves i's right o make up the shortiall from another NGO ar any other source. This
confrmation essentially siates thal the Hospltal will nol avail any duplicate assistance for the same palient/case from eny other NGO or sy other source
2) The essistance from Koshlka Foundation is enly financial in nalure. The choice of the ireaiment/procedure advisediconducted by the Hospital an the
patient, ks based on the arangement batwean the patient & the Hospital, and is in no way influenced by Koshiks Foundation. Hence, the Hospital will
assumi sole & complele responsibiiity of the treaiment & ir's oulcome & safety of the patient, and Koshika Foundalion will have no role or responsibiity
in'img mailer.
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