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1) By affusng my signalure of thumb impression on this Form, | (Applicant) heraby agree & authorise Hoshike Foundation and 0's Trustees 1o
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By alfizmng hereunder, sgrature of our Authorised Ssgnatory for reoommaending his case/patient lor financial sssiatance from Koshika Foundation, we
(Hospltsl) heveby sMimm & accept following

1) it we neihiar are presantly nor will in future seall of Inancial assistance from analhes NOO or gny othet source, fof the same palient/case, o we o
requesting o gel from Koshika Foundation, 1o the extent ihal such assistance is granted by Koshika Foundation, If the requesied assisiance is not granted
by Koshiks Foundatian, in par of in full, then the Hospital reserves i('s right to make up the shortfall from another NGO or any olher source. This
confirmation essentially states thal the Hospital will not avail any duplicate assistance for the same patienticass from any other NGO or any ather source
2| The assivtance fom Koshika Foundation s only financial in nature, The choios of the treatmentprocedure advised/conductad by tha Hospial on the
patien, is basad on the srrangement betwesen the patient & the Hospitsl, and i in no way influenced by Koshika Foundation. Hence. the Hospital will
assume sole & complete responsibility of the treatment & il's aulcome & safely of the patienl, and Koshika Foundation will heve no role or responsibility
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