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1) | herety confirm that @il detalls in this Form are True to the best of my knowledge. Any lalse sialement will render my Application & ongolng assistance, i any,
limtle fur rpection/cancalkation,

29 | solemnly confirm thet assistance, if recelved from Koshika Foundatkon, Wil be used only for the “purpose”, as stated In this Form, for which such assistance
wag requasted by me.
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1) By affixing my signature or thumb impression on this Form, | (Applicant) heroby agres & authorise Keshika Foundatlon and iU's Trustees to
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AGREEMENT by HOSPITAL (wemm B W)
By affixing hereunder, signature of cur Authorised Signatory for recommaending this casa/patient for financial assistance from Koshika Foundation, wa
(Hospital] hereby affirm & accept following:
1) that we nelther are presently mos will in future svall of finencial assistance from snather NGO or any other source, for the same patient/case, as we are
raquesting to get from Koshika Foundation, to the extent that such assistanoe is granted by Koshika Foursdation. If the requested sssistance s nol granted
by Koshika Fourdstion, in parl or in hull, then the Hospital mserves s right o make up the shortfall from analher NGO or any other source. This
confirmation e=santially states that the Hospital will not avell any duplicate sssistance for the same patienticase from any other NGO ot any other source
2) The assistance from Koshika Foundation ks only financial in nature, The cholce of the treatmentiprocedure advisad/conductad by the Haspltal on the
pationl, ig basad on the arengemant between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Henca, tha Hospital will

gssurne sole & complate responsitility of the frestmant & s outcome & safety of the palient, end Koshiks Foundation will have no role or responsibiity
in the matier.
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