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1) By affiaing my signature or thumb impression on this Form, | {Applicant) herelry agree & autharise Koshika Foundation and it's Trusiees 1o
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By sifixing hereunder, signature ol our Autharised Signatory lor recommanding this cassipatient for financial assmsianoe from Koshika Foundation, wa
{Hospital) hereby affirm & accept fallowing:

1) that wee meeliber ace presanily nor will in fulure avall of finoncial Bssistance from another NGO or any other source, for the same palient'case, B3 We are
requesting to get from Koshika Foundation, 1o the exlent that such assistance is granied by Koshika Foundalion If the requested assistance is not granted
by Koehika Foundation, in part or in full, Ihen the Hospitsl reseeves 1 dght 1o meke up the shantfall from another NGO or any ather source. This
confirmation essentinlly stues that the Hospital will nol svall any duplicate assistance for (he same patient/cass 1|pl'n any olfer NGO or any ofher source.
2} The assistance from Koshiks Foundaben s only Fnancial in nature, The choica of the ireatment/procedure advisediconducied by the Hospital on tha
patignt, is bassd on the arrangement between the pathkant & the Haospital, and Is in no way influenced by Koshikks Foundation. Hence, the Haspital will
assume sols & complels responsibilty of the freatmaont & its outcome & sefety of the patient, and Koshika Foundalion will have no role or responsthillty

in tha matter.
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