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1} By affulng my signaluse of thumb Impression on this Form. | (Applicant) hereby agree & authorise Koshiks Foundation and i's Trusises to
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By affixing hereunder, signature of our Authorised Signalary for recommanding ihis case/patient for financlal assistance from Koshia Foundation, wa
(Hospita!) hereby afirm & sccept following:
1} thal we nelther are presently nor will in future avall of financial ssslstence froim snolhar NGO o any olher source, for the same pallent/ciee, as we are
requasting to gt from Koshiks Foundation, to the extent that such assistance is granted by Koshika Foundation, if the requested assistence is not granted
by Koshika Foundation. in part or In hll, then the Hospital reserves It's right 1o make up the shortfall from anather NGO or any olbes sourca, This
confirmation essentially states that the Hospial will not avail any duplicate assistance for the same patienticase from any othar NGO or any other sourca.
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