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1) By atfizing my signalure or thumb impression on this Farm, § [Agplicant) hereby agres & authonse Koshika Foundation and I1's Trusiees 1o
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By affixing horounder, ssgnature of aur Authorined Egnatory Tor recommanding this case/patiant for linanilsl assistance from Kashika Foundation. we
{He=pital) hareby afirm & accept follawing

1) thal wa noither mos prsindly o will i futire @vied of inenciel sssistance from snothir NGO or any other source, for the same palisrtcase, as we ane
requesling i g=t from Koshila Foundalon, o the extent that such assistance |s granted by Koshika Foundation, If the requesied assistance Js not granted
by Koshika Foundation, in part o in full, then the Hospital reserves ['s right o make up the shorifall lrom snother NGO or any other soures. This
confirmaton essentially siates ihat the Hospltsi will not svail any duplicste assistance for the same patienticass from any other NGO or any other source.
2] The assistance from Koshika Foundabion i only fimancial in nafure, The cholce of the tresimentiprocedure ndvised/conductod by the Hospltal on the
patient, Is based on the amangement between ihe pallent & the Hospital, and bs In no way influenced by Koshika Foundation, Hence, the Haspital will
aEsume solo & complate ruuponslbiily of the freatment & it's oulcome & safety of the pationt. and Koshikn Foundation will have no role or responsibility
in tre maatiay.
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