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1} | heraty conlirm that a4 detals in this Form are True Lo (he best of my knowledge. Any lalse statement will render my Application & ongoing assisiance, If any,
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2) | salemnly confirm that assistance, if recaived from Koshika Foundation, will be used only for the “purpose’, as stated in this Form, for which such assistance
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will nol automatically entitis me for recaiving or continuing the said sssistance. The declsion lor granting andlor conliniing ihe assistance will resl solaly
with tha Trustess of Koshika Foundation, and their deciskon s this regard will ba final and acceptable o me.
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AGREEMENT by HOSPITAL {werme M %)
By affxing hereundas, signaiure of our Authorieed Signatory for recommending this case/palient for inancial assistance from Koshika Foundation, we
[Hospltat) rereby alfirm & accept following:
1) that we nefther ars presantly nos will in future svall of financial assistance from anothar NGO or any other sounce, for the same palient/case, as we are
requasting to gel from Koshiks Foundation, Io the exdent that such assistance b= grantad by Koshika Foundation, If the requesied assistance is nol granted
by Koshika Foundation, in part or in full, then the Hospltal reserves t's right (o make up the shorfall fram another NGO or any other source, This
confirmeton sssenlislly states thal the Hospital will not avall any duplicale assisiance for the sama patisnt/casa from any othar NGO or any othar source
2} Tha assistance Irom Koshika Foundabion is only financial in nature, The choice of the trestment/procedure advised/conducied by the Hosplial on the
patiant, fs besed on the arrangoment between the patient & the Hospital, snd I5 in no way influenced by Koshiks Foundation. Hence, the Hospital will

assume sole & complets responsibility of the ireatmant & IU's outcoma & safely of tha patient, end Koshiks Fourdation will have no mle or responaibility
in the matier.
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