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11 | herety confirm thal sl detalls in this Form are True to the best of my knowledge. Any false stalament wil render icalicin & oraoiric: exstitaies: |t
lable for rejecton/canceltation. Any iy Apg angaing assistance, if any,

2} | solemnly confirm that assistance, ¥ received from Kashika Foundation, will be used only for the *purpose”, s stated in this Farm, for which such assistance
was requasied by me

3) | hereby confirm that | have nol & will nat in luluie, avail of reimbursement, in part ar in (b, from any other sourcelemplovertinsurances company, of the amount
far which this assistance is requesied
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1) By affixing my skgralure or thumb impreasion on this Form, | (Applicant) heteby sgree & authorise Koshika Foundatian and I's Tiusiees o
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will nat autcmatically entitle ma for receiving or continuing the sald assistance. The decigion for granling andlor continuing the assistance will rest solely
with the Trugtees of Koshika Foundalion, and seir decision is this regard will be final and acceplable to me
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AGREEMENT by HOSPITAL (wegEe 50 F09)

Hy affining hereunder, signature of our Authorised Signatory for recommending this case/patiant for financial assietancs from Koshisa Foundation, we
(Hospital) hereby affirm & accept loliowing:

1) st wee neither are presently nar will in future avall of financial assistance from another NGO or any other source, Tor the same pallentcase, os we arne
reguesting to get from Koshika Foundation, to the extent that such assistsnce s gramed by Koshika Foundation. if the requesied ossigtance is nol granted
by Koshika Foundalion, in pari or in full, then the Hespital reserves il's righl to maka up the shortfzll from ancther NGO or any other source, This
confirmation essentially states that the Hospital will not avail eny duplicals assistance for (e sama patient/cass from:gny other NGO or any ather source.
2) The azsistance from Koshika Foundation s anly financial in nature, The choice of the treatment/procedure advised/conducted by the Hospial on ihe
patient, is based on the arrangement betwean the patient & the Hospital, and 18 in no way influsnced by Koshika Foundation, Hence, the Hospitsl will
psaume sole & complete responsibllity of the freatment & it's outcome & safety of the patient, and Koshiks Foundation will have no role or resporrslbiling
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