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1} | heraby confirm thal aF detais in this Form s Tru b lve best of my knowledge. Any false staamenl will rendar my Application & crgoing asestance, if any,

Fakiia To pejaction/cancelialion.
)| salemnly cordim that assstance, f recaivad from Koshika Foundation. will be used pitty for The "purpose”, as stabed in Wis Form, for which such assitance
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1} By affixing my signature or thumb impression on this Form, | (Applicant) herety agree & authorise Koshika Frundation and it's Tnislees o
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AGREEMENT by HOSPITAL (7o 50 0}

By affaing hareunder, signature of our Autharised Signatory far recommending this case/pasiant lor financial assisiance from Hioshika Foundaton, we
{Hoapial) heraby affirm & scoap! folowing:

1) that we nefher are presantly nor will in fulure avail of financial assistance from analber NGO or any ofner source, for the same patienticass, a5 we ane
requesling b get from Koshika Foundation, 1o the axient that such assistance is granted by Koshika Foundation. If the requesied assistance i nol granted
ty Koshika Foundation, in part or in full, than the Hespital reserves 08 right to make up the shortfall rom ancther NGO of any other source. This
confirmation assentially siates that the Hospital will nof avall any dupiicate assistance for tha same patienticase fram any other NGO or any other source.
2} The assistancy from Keshika Foundation is only fnancial in nature. The choics of ihe weatmentiprocedure advisediconducted by the Hospil! on 1he
pafient, is based on the amangament between i pagant & the Hospital, and is in no wiry influenced by Koshika Foundation. Hance, the Hospilad will
pssLme sole & compiels responsibility of the realment & il's cutcome & safety of the pabisnt, and Koshia Foundation will kave no rale or respeasibility
in the marlber.
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