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1} By affixing my signature or thumb impression on this Farm, | (Applicant) heraby 2gree & authorlse Koshika Foundalion and it's Trusteas (o
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By affixing heraundar. signature of our Authorisad Sigralary for recommending ihis caseipatiant for financial gssslance rom Koshika Foundation, w
(Hospital) hersby atfirm & accem loliowing:

1) thal we neither ara presenily nar will in future avall of financial assistanca rom another NGO or any other soaurce, for (he sama patientcnse, os wa arg
requesting to get from Koshika Foundation, 1o the axten! thal such assistanos is granted by Koghika Foundation. If the requested assistance is not grantsd
fry Koshika Foundation, in gaet or i full, then the Hospitsl reserves ifs right to maks up the shorfall from enother NGO or #ny other source. This
confirmation essentlally states that the Hospital will not avall any duplbicate assistance for the same patient/case from any other NGO or any other source,
Z) The assistanca from Koshika Foundation (s only financial in nafure. The choice of the reaimant/procedure advised/conducted by the Hospital on the
patient, bs basad on hi arangemen) balwean the patisnt & the Hospital, and is in no way Influenced by Koshika Foundation. Hence, the Hospital will
aEsume sola & complate responsibility of the treatment & iU's oulcome. & safety of ihe patient, and Koshika Foundation will have no role or responsialiity
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