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1) By a®xing my Sgnature of mumb impression an e Form, | (Applicant) horedy agree & authonse Kostuka Founcabon and It's Trustees 1o
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with tha Trusteas of Koshika Foundation, and their decision |s this regard will ba Nnal and accaptabis 1o me.
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1) that we neithor are presently noe will in fulure avail of inancial assistance from anothor NGO or any olher source, for the same patient/case, a5 wo ae
requesting 1o get from Koshiks Foundasion, o the axtent thal such assistunce is graned by Xoshika Foundation, If ihs requesied assistance is nct granted
by Koshika Foundation, in part of in L, then ihe Hospilal reserves It's right 10 make up the shortfall from another NGO or any other source. This
confimnation essentialy siates (hat the Hospaal will not avall any duplicale assistance for the same palienbicase from ary other NGO or any other source.
2) The assistance from Koshika Faundation |s anly financial In natute. Thir chaice of the beatmentprocedure advised/conducied by the Haspital on the
patient, is based on the arrangemant botween the patisnt & the Hospilal. and Is In no way mfluencad by Koshika Foundation, Hence, the Hospital wil
assame sole & complote responsibility of the treatment & it's sutcome & safety of the patient, and Koshika Foundation will have na role of responsibiity
in e matter
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