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1) By affiong my signature or thumb Impression on this Form, | {Applicant) hereby agree & suthorise Koshis Foundation and it's Trusiees to
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By atfiing herounder, signasure of our Authadsed Signatory for recommaending this case/patient for Snanclal assistance from Koshika Foundaton, we
(Haspital) hereby affirn 8 accept following:

1) that we nefther are presently nor will in future avall of financial assistanco from another NGO or any ciher source, for the same palienticase, a8 wa are
requesting to get from Koshiks Foundation, 10 the exient that such nssistance is granted by Koshika Foundaion. If the requesiod assistance is nol granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from ancther NGO or sy other source. This
conlirmation essentaly states that the Hospital will not avad any duplicale assistance for the same patienticase from any othar NGO of any ohar source
2) The assistance from Koshika Foundation is only financad in natlwe. The choice of the reatmentiprocedure advisediconductod by the Hospital on Bhe
patient, ks based on the srrangement betweon the patient & the Hospital, and is in no way Influenced by Koshika Foundation. Hence, the Hospital wel
assume solo & comglete responsibility of the ireatment & &'s outcome & safoty of the palient, and Koshika Foundation will have no role or responsibility
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