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1) By affixing my signature of thumb impresslon an this Form, | (Applicant) hereby agree & suthorise Koshikes Foundation snd It Trusiees 1o
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By alfidng hereunder, signuiure of our Authorised Signetory for recommending this casafpatient for inancial assistance from Koshika Foundation, we
(Hospltal) heraby affirm & accepl following:

1] thit we neither are presantly nor will in fulwre avall of financlal sssistance from anglher NGO or any other source, for the same palient/'case, &8 wa are
requasting to gel from Koshika Foundation, to the exisnt that such assistance Is granted by Koshika Foundation, If the requestad assistance ia nol granisd
by Keshika Foundation, in part or in full, then the Houpital roserves it's right o maka up the shortfall from anoiher NGO or any other source. This
confimmation essendially states that the Hospital will nol avall any dupllcate asslatanc for the ssme pallentcase from any cther NGO or any other source.
2) Thas sssistanca from Koshike Foundation iz only financial in nature. The cheica of the treatmant/procaedure advisadiconducted by the Hospllal on the
patient, ls based on the arangement betweesn the patient & the Hospltal, and Is In no way influenced by Koshika Foundalion. Hance, the Hospital will
assume sole & complate responsitiiity of the troatment & K's outcome & safety of the patient, and Koshika Foundation will have no role of responsiblilty
in the matisr.
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