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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and It's Trusless o
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By affixing hermunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundalion, we
{Hospital) hereby affirm & nccept fallowing:

1) that we nelther sre presently nor will in future avail of financlal assistance from another NGO o any olfer source, or the same palienlcase, s we are
requasting 1o gal from Koshika Foundation, lo the extent thal such assistance is granted by Koshika Foundation If the requested assistance is not granted
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confirmation essentially states that the Hospital will not avail any duplicale sssistance for the same patlent'case from any other NGO or any other source
2} The assiutance from Kashika Foundation is only fimancial in nature. The cholce of the treatmgnyprocedure advised/conductad by ihe Hospital on the
patient, ls based on the arrangament betwean the patien! & tha Hospital, and Is in na way influsnced by Koshika Foupdation Henea, the Hospital wil
Bssume 5ol & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no tole or responsibility

in the matter.
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