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1} I hereky confirm tat sl detalls in this Form ase True (o the best of my knowdedge. Any false statement will render my Application & angoing assistance. i any,
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1) By affiing my signatuce o thumb impression on this Form, | (Applicant) heraby agree & suthorise Koshika Foundabon and i's Trustoos 1o
uselpubish/pul-upireprodute my name, address, phote & details of the “purpose”, for which such assistance s requestedigranted, through any
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AGREEMENT by HOSPITAL (v=mm &7 +11)

By affixing hereundef, signalune of our Authorised Signatory for recommanding this casa/patient for firancial asskiance from Koshika Foundation, we
{Haspltal) hereby affim & acoap llowing,

1) that we neithar are presently nor will in future avall of linancial assisance from anothar NGO or any other source, for the same patsniicase, ps we are
requasting 1o got from Koshika Foundutsan, o the oxlent that such assatancs @ granted by Kothika Foundation. If the requosiod assintance s nol granted
by Koshiks Foundation, in part of in full, then the Hospial reserves il's fghl to make up the shoritall from 2nother NGO or @ny ofher solurce. This
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2) The assistance from Koshia Foundation is only financial in nature. The choice of the trestment/procedurs advised/conducted by e Hospita! on tha
patiant; s hased on the srangement betwaen the patient & the Hospital, and |5 in no way nfluenced by Koshike Foundalion, Henoe, the Hospltal wil
assume sola & complets responsibiity of the treatment & iU's cutcoms & satety of the patient, and Koshika Foundation will have no mle of respongibility
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