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11| heraty confim it &l details in this Form are Troe 1o (he best ol my knowisdgae. Any false statemant will render my Application & angoing assistanoe, if any,
Hahle for rejeclion'cancallation.
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1) By aflixing my signalurs or thumb imprassion an this Form, | Applicant) hereby agree & aulhorise Koshika Foundation and i1's Trusiees to
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AGREEMENT by HOSPITAL (zs=am gm Fm)
By afmming hereundur, sigralure of our Authonsed Signatary for recommeniding this cese/oalient for finencial assistands fram Kashika Foundation, wa
(Hasgital) hereby sffimm & accept fallowing:
1) that we naither ars presentiy nor will in fulure avail of inenciel sssmEnce from ansther NGO or any oifer source, for tht same palientiease, 58 We ars
reguesting Io get lrom Koshike Foundation, o the extent ihat such assistance s granted by Koshika Foundation, If ihe regussied dssistance is not granied
by Koshike Foundation, in part or in full, then the Hospital reserves it's dght 1o make up the shortfall from another NGO dr any othar solres. This
ecnfirmation assentially states that the Hospltal will nol avall any duplicate astlslance for the ssme patienticase from ary giher NG or any other sourcs
2) The agmstancs lrom Koshika Foundation is only financial in mature. The choice of the reatmentiprocedure advisedieonducted by the Hospltal on the
patiait, s based on ihe srangement betwean the petisnl & tha Hosplisl, and |5 in no way Influenced by Kostika Foundation, Henca, the Hospltal wil

gesume aole & complata respanglbility of the freatment & it's outcome & safely of the patient. snd Koshika Foundation will Bave norole or regponsibility
I the mattor.
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