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1) By affixing my signature or ihumb Imprassion on this Form, | (Appiicant) hereby agree & aulhoriss Koshika Foundation and I1's Trustees to
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by Koshika Feurdation, In part er in full, then the Hospital reservas I1's right 12 make up Ihe shorfall from enather NGO or any othar sourge. This
gonfiration essenlialty states that the Haspital will not avall sny duplicals sssistance lor the same pallenticase from any olher NGO or any other source,
2) The assistance from Koshika Foundation i only financial in nature. The cholge of the reatment/procedura advisad/canductad by the Hospital on the
patlant, is based on the arrangement between the potient & the Hospital, and (s in no wey Influenced by Koshika Foundation, Hence, the Hospilal will
assume solo & complete responsibdity of the irestmenl & I's culcoms & safety of the pationt, and Koshike Foundation will have no rolo or responsibliity
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