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1) By affuing my signature or thumb impression on this Form, | (Appiicant) hereby agree & authorise Koshika Foundation and it's Trustees 1o
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By afuing herounder, signature of our Authorsod Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hotedy affinn & accept following:

1) that we neither are presently nor will in future avall of financial assistance from ancther NGO or any other source, for the same patlent/case, as wu are
requesing 10 get from Koshika Foundation, 10 the extont that such assistance s grarted by Koshika Foundation. if the requested assistance is not gramied
by Kostvks Foundasion, in part o in full, then the Hospital reserves it's right 1o make up the shortfall from ancther NGO or any other source, This
confirmasion essentially states that the Hospital will not avall any duplicate assistance for the same patienticase from any cther NGO or any clher source
2) Tho assistance fom Koshika Foundation is only financial in nature. The choice of the ireatmentiprocedure advisediconducied by the Hospaa on the
pationt, i= based on the atrangement belween tho pationt & the Hospital. and s in no way influenced by Koshika Foundation. Hence, the Hospltal wil
sssume sole & compiets responsitility of the beatment & '3 outcome & safely of the patient, and Koshika Foundation will have 20 1ole or responsiily
In the matier.
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