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1} | heraty confirm that ail detalls in this Form are True io the best of my knowiedge. Any false statement will render my Application & ongaing assistance, i any,
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1) By affixmg my signature or thumb impression on this: Form, | (Applicant) hareby agree & authorise Koshika Foundation and Vs Trustees to
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AGREEMENT by HOSPITAL (w=yma 200 &9}
By affxing hereunder, signature of cur Authorsed Signatory for recommanding this case/patient for financial assistance from Keshika Foundation, we
(Hospltal) horeby affirm & accept Tollowing:
1) that we nisither are presently nor will in future avail of financial essistance from another NGO or any other source, for the same pallent/case, s we are
mguesting to gei from Koshika Foundation, to the extent thal such assiitance Is granted by Koshika Foundation. If the requested assistance (s not granied
try Koshika Foundation, in part o in full, then the Hospital reserves i's right 1o make up the shortfall from anathes NGO or any ofher source. This
confamation essentiaily states that the Hosgital will nol vall ory duplicate assistance for the same patlent/case from any other NGO or any other source.
2) The assisiance from Koshika Foundation s only lnancial in nature. The choice of the treatment procedune advised'canducted by the Hospital on the
palient, is bared on the armngement betwe=n the patienl & e Hospital, and is in no way mflusnced by Koshika Foundation. Hence. the Hospital wil

assume sole & compiele responsibiity of the treatment & if's outcome & safely of the patient, and Koshika Foundatien will have ng role or responsibilty
in the matier.
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