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1) By affiking my signature ar thumb impression on iz Form, | (Applicent) hereby agree & sulhorise Koshiks Foundatisn and s Trastess In
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By allixing hereunder, signature of our Authonsod Signatory for rocommending Ihls casofpationt for inancial sesistanco from Koshika Foundation, we
{Hospitsl) heraby affirm & accept following:

1) that we naither are presently nor will in future avail of financial sesistance from ancthsr NGO or any other source, for the sama poallant/cass, as we are
requesling to get from Keshika Foundabion, to the extant that such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in par or in full, then the Hospital reserves its right to make up (ha shortfall iom ancther NGO or any othar source, This
confrmation essentiaily states thal the Heosplisl will nol svail any duplicate assistance for the same patient/case from any other NGO or any other source.
2) Tha meslsbance from Koshika Foundation is aply financial in nalure. The choice of the treaiment/procodure advisod/conducisg by tha Hospltal an tha
palisnl, i= basad on the arangement betwaen the patient & the Hospital, and is in no way influenced by Koshikas Foundation, Hence, the Hospital will

assume sola & complele respons bility of the trealment & it's outoome & safety of the patient, and Kowhiks Foundation will hive no role or regponaiblity
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