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1) By affizing my signature or thumb impresslon on this Form, | (Applicant) beteby agree & authories Koshika Foundation and IV's Trusiees to
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By atfining hereunder, signane of our Aulhorised Sigraory for mecommanding ihis casalpatiant for finencial assistance fram Koshika Foundation, we
{Hospial) heraty affiem 4 accep! following:
1) tha!l wea ether arg presently nor will in fulure avail of fimancial assistance from another NGO or sny other source, for tha same patient/cesa, as we are
raquesting to gel from Koshika Foundation, 1o the exient (hat such assisiance (s granted by Hoshika Foundalion. |f the requested sssistance & not grantad
by Keshiks Foundation, in part ar in Tull, then ths Hospital reserves.it's right to make up dhe shortfall from another NGO or any other sourcs, This
confirmation essentially states tha the Hospital will not avall any duplicals assistance for Ihe same patient/cass from any other NGO or eny other scurce.
2} The sssistance from Koshika Foundation s only financial in nature. The choice of the tragtmantiprocedure advisediconducted by the Hosgpital on the
patlent, s based on the erangement between the patient & ins Hospital, and is in no way influenced by Koshika Foundation. Hence, tha Hospital will

assume sole & complels responstblity of the freaiment & if's outcome & satety of the patient, and Koshika Foundation will have no role or respansibility
in the matiar.
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