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1) By affwing my sgnature or thumb impression on this Form, | (Applicant) kereby agree & aulhoriss Koefiks Foundation and ii's Trustess I
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By alfixing hersundar, signature of our Authorised Signatary for recommanding Ihis cans/patient for financial sssistancs from Koshiks Foundation, wa
{Hospital) hersby affirm & accept following:

1) that we nedther ste presently nos will in future avall of inancial sesistance from anothed NGO of any other source, for this same pallent/case, o4 we e
requesting 1o get from Koshiks Foundation, to the exlent that such assistance is granied by Koshika  If the requesied assistanca ia nol granted
by Koshilkn Foundation. in part o in full. then the Hoapital ressrves iV's right 1o make up the shortfall from ancther NGO of any ofter souscs. This
confirmation essentlally states that the Hospital will not avall any duplicate assistance for the same patient/case from any other NGO or any other source.
2} Tho assistance from Koshika Foundation is anly finnncial in nature, The choice of the ireatmentprocedurs advisediconducted by the Hoapital on the
patient, ks besed on the srangemeant between the patient & the Hospital, and i in ne way influsnced by Koshika Foundation. Hencs, the Hospital witl
sssumn solo & complete responaibility of the treatment & i's outcome & safety of the patient, and Koshike Foundation will have no role or responsibility
in e rmatier.
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