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1} | hereby conferm that all detalls in this Form are Truz o the best of my knowledge. Any false statement will rendes my Applecation & ongaing sssistance. If any,
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1) By affixing my signaturs or thumb impression on fhes Form, | (Applicant) hereby agree & authorise Koshika Foundation and ©s Trustoes o

usalpublishpul-upireproduce my name, address, photo & detalls of the "purpose’, for which such assislance (s requesiedigranted, Ihrough any
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AGREEMENT by HOSPITAL (T&ms gm %07)

By affiang hereander, sigrature of our Autharsed Signatory for recommending this caselpallent for financial assistance from Kashika Foundaton, we
(Hospital) hareby affirm & acoepl follawing:

1} tnat we neiffer are prasantly nar will In future avail of financial assistance from another NGO or any olner sourte, lor the same pafisnlcass, as we ars
riqueting 1o get fram Kosnika Foundation, io the extont that such assistance i grantod by Koshika Foundation. If the requasted assistance I8 nol granted
ty Koshika Foundation, in pant or in full, then the Hospltal reserves if's right io make up the shorifall from anoliser NGO or any olher souroe. This
confrmntion sasantially states that the Hospitul will nof svail any duplicate assistance for the same patient/cane from any other NGO or any ather source
2} The assistance trom Koshika Foundation is only financial In nature. The choice of the trealmentiprocedure advisediconducied by the Hospaal on the
patient, s based on the arangemernt betwesn the patiend & the Hospilal, and is in no way influenced by Keahika Foundaton, Hence, the Hospital wil
assume sole & complete responsibility of the treatment & If's outcome & saliety of the patient, and Keshika Foundation will have no rolie or responsibility

in [he mAlor.
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