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1) By affixing my signatiure of thumb impregsion on this Form, | (Applicant) hereby agree & sulhorse Koshika Foundation and if's Trustees to
usepubishipul-upreproduce my name, address, photo & detalls of 1he “purpase”, lor which such asslstance lo requested/granied, theough any
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By affixing hersunder, signatwre of our Authonsed Signslory for recommending his caselpatient for financial assistance from Koshika Foundation, we
(Hospliad) hereby affim & acoept following:

1) thal we nesther are presently nos will in future avall of financial assistance from another NGO er any other source, for the same patienticase. as we are
requosting bo gol from Keahika Foundation, o the exient (hat such assistance |s granted by Koshika Foundation, If the requosted assistance is nol grantod
by Koshie Foundation, in part or in full, then he Hospéal reserves iU's right to make up the shortfall from snother NGO or any other solirce. This
confirmaton assantially atales thal the Hospital will not aved any duplicale assistance far the same paienticase from any other NGO ar any othar source
2] The assistance from Koshiks Faundation is onfy financial in nature. The choice of the reatment/procedurs advisadiconducied by tha Hospital on tho
pathant, i basod on the arrangemant batwioen (he patient & the Hospital, and |8 in no way influencad by Koahilka Foundation, Hence, thia Haupital will
fumnmn& complate responsibility of the trestmant & I's outcoms & safety of the patient, and Koshika Foundation will have rio rols of responsibility
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