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1) By aflixing my sigrature or thumb impression on this Form, | (Applicant) hareby agree & authorise Koshika Foundation and Ii's Trustess to
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By affixing hersunder, signature of our Authorised Signatory for recommending this casefpatient for financial assislance from Koshlka Foundation, we
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1) that we neiiher are prasently nor will in fulure aval of financial assistance from another NGO or eny other source, for the same patiantcase, as we are
raquesting 1o ge! from Koshiks Foundation, 1o the extent that such assistance is granted by Koshika Foundation. |l the requested assistance is nol granted
by Koshika Foundation, in part or in full, then the Hosplial rasarves ifs right to make up the shortiall tram another NGO or any othor source. This
confirmation essenlially states thal the Hospital wil nol avall sny duplicate assistance for the same patlent/case from any oiher NGO or any ofhar sowce
2] The assistence from Kashika Foundation is only financial in nature. The choice of the trealmenliprocedurs advisediconducied by the Hospltal on he
patient. is based on the srangament between the pstient & the Hospital, and is In no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & comgpiels responsibility of the Weatment & W's outcome & satety of the patisnt, and Keoshika Foundation will have no role or responsiblity
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