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1) By affaing my signatume or thumb impression on ihis Foom, | (Applicant) hersby agres & authoriss Koshika Foundatian and Its Trustees i
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reguesting o get from Koshika Foundation, o the exten that such assistance is granted by Keshika Foundation, I the requested assistance is not granted
by Kashika Foundation, in part of in full, ihen the Hospitsl reserves it's right 1o make up the shortfall rom another NGO or any other source, This
confirmation essantially states that tre Hospital will not svall eny duplicate assistance for the same patlent/cese from any other NGO or any other source.
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asvuma sale & complole responelbdity of the treatment & it's outosme & salety of the patient, and Koshika Foundation will have no rolo of responsibliity
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