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1} 1 hereby confiem that all details in this Form are True to tha best of my knowledge. Any false statement will render my Application & ongoing sssistance, i any,
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1) By affismng my signatire of thumb mpression on this Form, | (Apphoant) heraby agree & authorise Koshiks Feundation snd Me Trusteos o
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AGREEMENT by HOSPITAL (wenmes g0 i)

By affxing hereundes, signature of our Authorised Signatory for recommending his case/patient lor fimancisl assisiance from Koshika Foundation, we
(Hospital) heroby affirm & accep! lolowing:

1) 1kl we neliiser @re presently nof will in luture avail of financial assstance from anothers NGO or sy other 5ource, fof the same patienticase, &5 we are
requealing o get from Koshika Foundation, to the sidant that such assintanco is granted by Kashika Foundation. If the requested sesistance is not granied
by Koshika Foundation, in part of in full, fhen the Hospital reserves i's right to makie up the shorffall from another NGO of any othet source. This
confumabon essentally states thal the Hospital will not aveil any duplicale assistunce for the samo patienticose from any other NGO o pny other sourca
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assume gpla & complele responsibiity of the reatment & if's oulcoms & safaty of the patient, and Koshika Foundation will have no rols or responsibiiity
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