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1) 1 hrely confen st all delads in this Form are True 1o the best of my knowledge. Any laise staterment will render my Application & ongolng assistance, il any,
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11 By affixing my signature or humb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation ang if's Trustees to
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AGREEMENT by HOSPITAL (wwss B0 07
By afficing hereunda:, signature of our Authorsed Skgnatary for recommending this caseipatient lor financial assistance from Koshika Foundation, we
(Hospital) horobiy affirm & acoepl inllowing:
1) that we maither are presantly nor will in future aval of inancial assistance from another NGO or eny ofher source, for the same palenticage, as we ane
reguasting to gel from Koshis Foundation, 1o the extent thal such assistance & granted by Koshiks Foundation. If the requasied assistancs s nol granied
by Koshis Foundaton, in pant or in full, then the Hospital reserves it's nghl 1o make up the shortiall from apothar NGO or any other source, This
confirmation essentially stales that the Haspital will not avail any duplicste assistance for the same patient/case from ary other NGO o any ofher source
2) The assistance om Koshika Foundation s only financial in nature. Tha choice of the reaimenliprocedure sdvised/conducied by the Hospital on the
patinnl, & based on the srangemant between the patient & e Hospital. and is in no way Influsnced by Koshika Foundation. Hance, the Hospiial wall
pssume sole & complete responaibility of the treatment & it's cutcome & sately of the patient, and Koshiks Foundation will have no rode o respansibility
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