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1) By atfeeng my signature or ilumb impression on this Form, | (Applicant) heraby agtes & aulhorise Koshika Foundation and i's Trusiees o
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By olloang nerounder, signature of our Authorised Signaloty for recommanding this case/patiant for financial nesistanca from Koshiks Foundation, we
(Hosptal) hereby affirm & accepl followlng

1] il wie nelthes are presenily ror will in future ovall of financis sssistance from another NGO or any other source, for this same patienticase, as we are
retuirsting 1o gel from Koshia Foundalion, to the exiend thal such assislance i granted by Koshika Foundation, If the requested nssistance is not granied
by Koshika Foundation, in part or in full, then the Hospital reserves It's tight 1o make up tfe shortladi from another NGO ar any other source. This
confinmation esseniiolly states that the Hospetal will not avall any duplicate assistance fur i same patiend/case from any olber NGO or any plher sources
) The aeeistance from Koshika Foundation is only financial in nature. The cheice of the treatmaentiprocedure advisadiconductad bry the Hospital on the
patient, is based on the amangement batween the patient & the Hospital, and is in e way influenced by Koshika Foundation, Hence, the Hospital will
assunie sole & complete responaibility of the treatment & it's cutcome & safety of the patient, snd Koshika Foundation will have ria rote or responalbiiity
in the maiter,
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