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1} Ihereby confinm that 3 details bn (ks Form are True o ihe best of my knowledge. Any false statement will rengdes my Application & angolng nssistancs, o aoy,
st for rejechon/camoetiation.

20 1 selemnly conlirm thet assistance, f received from Koshika Foungaton, will be bsed anly for the “puipess”. & stiated in ihis Form. i which such assistiose
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AGREEMENT by APPLICANT (sns @ %101)

1) By affixiieg my signature or thumb impression on this Form, | (Apphcant) hereby agree & authorise Koshika Foundalion and If's Trustees 1o
use/publishiput-uplreproduce my narmie, address, phelo § detalls of the "purpese”, lor which such asgistance ls requestedigranies, through any
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AGREEMENT by HOSPITAL (wesie gio %on)

By allming hereunder, sgnatute of our Authotised Signistory lor recommantfing thit casalpatien! for inumoinl assistimes from Koshia Fouandation, s
(Hosgpital) haraby affirm & dccagt following:

1) thot we neflher are presently nor will in future avmil of finonclal ansislance from anothar NGO or any other sourge, for the same patlent/case, Bs we ane
requesting 1o get from Koshika Foundaton, o the extent that such assistance & granted by Koshika Foundation. If the requested ansistance s nol granmied
by Koshike Foundation, in pard or in full, then the Hospital reservas il's ight 1o make up the shortfall from snather NGO or any other source This
confirmation sasantially states that the Hospital will not avall any duplicate assistance for the same palient'cese from any other NGO o any athel source
2) The assistance from Koahika Faundation is ondy financial In nature. The chowce of the ireatmentprocedurs advisediconducted by the Hospllal on the
paatie, is based on the ammngement betwesn the patient & the Hospital, and bs n no way Influenced by Koshika Foundation. Hencs, the Hospltal wil
gssume sok & complete responsibility of (he treammaent & i's cutcome & safely of the patient, snd Koshike Foundation will kave mo role or responsibiiity
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