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1) | hereby conlirm (hat all detads in this Form are True to the best of my knowledge. Any false statemant will render my Application & ongolng assistance, If any,
latdle for rejection/cancellation.
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1) By affixing my signalure or thumb impression on this Farm, | (Applicant) kereby agree & sulhorise Koshika Foundation snd it's Trustees 1o

usspubiishipul-upireproduce my name, address. photo & details of the “purposa”. for which such assistance is requested/granted, through any
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AGREEMENT by HOSPITAL (wemm g wot)
By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance Inom Koshika Foundation, we
(Hospital) hereby &ffirm & sccepl following:
1) that we nelther are presenily nor will in fulure avall of financial assistance from another NGO or any other source, for the same patient/cass, as we are
raguesting to gal lrom Koehika Foundation, 1o the extant thal such agsistance s granied by Koshika Foundation. If the requested assistance s nol grantad
by Koshika Foundation, in par o in full, then the Hosplial reserves s dght o make up the sharifall from anather NGO or any othar source. This
confirmation essantlally states that the Hospital will not avalkany duplicale assistance for the same patient/cese from any other NGD or any othar source
2} The assistance from Koshikz Foundation (s only finencial In nature. Tha cholee of the ireatment/procedurs advised/conducied by the Hospllal on the
patlent, is based on the arrangement balween the patient 8 the Hoapital, and is in no way influenced by Koshika Foundation, Hence, the Hosplia! will

sseurms sole & complete responsibility of the trestmend & I('s sutcome & safety of the petien!, and Koshika Foundation will have no role or responsibifity
in tha matler.
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