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11 By affung my sigruhare of thumb improssion on this Form, | (Applicant) heraby sgroe & authornse Koshlka Foundation and it's Truslees 1o
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By alfiung hersunder. sgnaturs of our Authorised Signatory for recommending this casefpabent lor financial assistance from Keshika Foundation, we
{Hospital) nereby affiom & accapl following:

1} that we nedher are presendy nos will in future avail of financial assistance from another NGO or any ofher source, lor the same patienl/case, Bs we are
requesting 1o gel fram Koshiks Foundanon, o the exlent that such assaiance is granied by Koshiks Foundation. If the reguesied assstance |6 nol granied
by Moshika Foundation, in part o in full, then the Hospital reserves it's right to make up the shortfall from enother NGO or any ofher source. This
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