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1) By affizing my signalure or thumb impression on this Form, | (Applicant) hersby sgree & nuthorise Koshika Foundation and it's Truslees 1o
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By affiung heteundar, sgnature of our Authonsed Snatory for recomimending this cassipatient for financial assistance from Koshika Foundation, we
{Hospital) hersby affirm & accept following.

11 that we neither are prasently nor will in future avail of financidl assistance from ancther NGO of any ofhwr source, for the same patisnticase. as we ame
requesting 1o get from Koshika Foundalion, to the exiant thal such sseisiance is granted by Koshika Foundation If ihe requestsd gssistance 5 not granted
by Koshika Foundation, in par or in full, then the Hospital reserves it's night 1o make up the shortfall from ancther NGO or any other source Thin
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pafient, s bassd on the arrangsment between the patient & ths Hospital, snd is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume 3016 & complute responsibiity of the treatment & it's culcome & salety of the patient, and Koshika Foundation will have no role or respansibility

in the malter.
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