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1) By affixing my sigasture or thumb imprassion on Ihis Form, | [Applicant) hereby sgres & suthorisa Koshika Foundation and it's Trustees to
usefpublishiput-upireproduce my name, address, phato & detalls of tha "purpose”, for which such assistance is reguesied/granted, through any
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By affising hereunder, signatura af cut Authorised Signatary for meommending this case/patien lor inancial assistance rom Koshiks Foundation, wa
{Hospital) harsty affirm & sccapt foflowing:

1] that we neither ere presantly ror will in Tuture avall of financial sssistance from another MG or any alher source, for the same palisnt/case. as we are
reguEsting to get from Koshika Foundation, ko the extent that such assistanca is granted by Kashika Foundation, If the requesied assistance ks not grantad
by Koshika Foundslon, In part or in full, than the Hospilal reserves (18 right 10 make up the shorfall from snolner NGO orany other source. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patient/case from any ather NGO or any olher sourca.
2) The sssistance from Hoghiks Faundation |s only financial in nature, The chaice sl he treatmentiprocedure advisedioonducted by the Hospital on the
patient, ls baeed on the srengement between the patienl & the Hospital, Bnd is in no way infiuanced by Koshika Foundation. Hence, the Hospial will
assume sole & complete respansibility of the reatmeant 4 It's oulcome & safety of Ihe patient, snd Keshike Foundation will heve no rofe o respansibility
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