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1) | hmrety confiem that all detalls in this Form are True o the best of my knowledge. Any false statnmaont will render my Agiplication & ongaing assistance, || ary,
liabile for ressctionicancellabon, .
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1) By affxing my signaturs or thumb impraasion on Ihis Fom, | (Applicant) hareby agree & suthorse Moshika Foundation and ir's Trustees 1o
use/publishipat-up/reproduce my name, address, pholo & details of the "purpose”, for which such assistancs s requesied’granted, through any
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AGREEMENT by HOSPITAL (w=me §m w10)

By affixing hereunder, sgnature of our Aulhorised Signatary for recommending this case/patient for financial assistanca from Keshika Foundation, wa
(Hospital) hereby affirm & accept following:

1) thal we nolther are presently nor will in future avail of financial astistonce from anotker NGO or any other source, for the ssme patienlcoue. oo we o
requesting 1o gel from Koshils Foundation, 1o the extent that such assisiance e granted by Koshika Foundation. || the requested assistance = nol granted
by Koshika Foundation, in parl or in full, then the Hospital ressrves il's right io make up the shortfall frarn another NGO or any other sourcs, This
confirmation sssentially states thal the Hospltal will not avad any duplicele assistance for the same patient/cass from any other NGO or any other solrce.
2] Tha aesistance from Koshika Foundation is only financial in nature. The choice of the trestment/procedure advisediconductad by tha Hoapital an the
patiant, & based on the arrangemern) batwesn the patient & thi Hospital, and |s in no way influsnced by Koshiks Feundation, Haneoa, the Hosplial will
gEsume sole & complete responshifity of the Irestment & ifs outcome & safety of the pationt, and Koshiks Foundation will hve no milo or responsibility
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