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1) | heretry confirm hat all details in this Farm ame True 1o the best of imy knowledge, Aty leise statemant will render my Application & ongoing assstance, If any,
liabie for relectionicancellation
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1) By affixing my signature or thumb impréssion on this Form, | (Applicant) heraby agree & authonse Koshika Foundation and il's Trustees 1o
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[} 7 v o aed v W oS St e amer, A (smew) sk menfe WY gfie s f ol twiles wndEes sl v amil " sfiegn w o 5 oA
o, i s fen g v d wife #, 7R CwiieR” we e, e, W gE axive | ol iRl sl s o el R O v e

oyt Wl % e siewn #1 0 yE W e W e W e W o S W W e i et s s 6

1) 8 (e e w8 oee f e de s wn, ol feee W TR o Trtd @ Wit & qR vE: W W VR T W TR e

b vy aee b w0 Frein sifen sl s @

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
waTw e w s w e

AGREEMENT by HOSPITAL (y=rva1 g0 w)
By aflxing hiereunder, signalure of our Authonsed Signetory for recommending this case/patiant for financial assistance from Kashika Foundation, we
(Hospital) hereby affim & accept following:
1) that wa nsither are prasently noe will in lutues svall of ipanctal assistance fram another NGO or any olher saurce, for the same patienlcase. a8 we are
requasting 1o get from Koshika Foundation, to the extent thet such asslsiance |s granted by Koshika Foundation. If the requestad assislance s nal granted
by Koshika Foundation, i part or I full, then the Hospital reserves it's nght to make up the shortfall from another NGO or any athes source. Thia
confirmation essentially stites that the Hospital will not avell any duplicate assistance for the same patienl/case from any othar NGO or any othar solirce.
21 The assistanca fram Koshika Feundation is only financial in nature. The choice of the realmentiprocedure advisad/conductad by the Hospilal on the
patient, is based on the arrangement batween the patient & the Hospital, and In in ng way Influsnced by Koshika Foundation, Hence, the Hosgital will

gssuma sola & complata responsibillty of the treatment & (s outcome & safety of the patient. and Koshika Foundation will have no role or responsinility
in ihe matier,
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