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1) | herety confirm that sl detais in this Form are True to the best of my knowledge. Any faise statement will render my Application 4 angoing assistance, I any,
liable: for rejectionicancetiatian. _ )

2} | sodemnly confirm tha! assistance, If recelved from Koshika Foundation, will be used only for the “purpose®, as stated in this Form, for which such assistance

way requesiad by me.
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1} By affixing my signalure or thumb impression on this Form, | (Applicant) heraby agree & authorise Koshike Foundation and iUs Trusless 1o
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AGREEMENT by HOSPITAL (v I/ FUT)
By affixing hereunder, signature of our Authorised Signalory for recommending this case/patient for inancial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accep! lolkowing:
1] inat wa neliher are prasently nor will in future avall of financial assistance from another NGO or any other source, for the same patienl/case, o8 we are
rexjuesting to gel lrom Koshika Foundation, to the extant that such essistance s granted by Koshika Foundation. I the requested assistance (s not granted
tiy Koshika Foundation, in part or in full, then the Hospital mserves it's right to make up the sharifall from anothar NGO or any other source. This
confirmation essentially states thal the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any olher souice.
2) The assistance from Koshika Foundafion is only financial in nature. The choice of tha treatment/procedure advised/conductsd by ihe Hospital on tha
patienl, is bazesd on the arrangement between the patient & the Hospital, and |s in no way influsnced by Koshika Foundation, Hence, the Hospital will

assuing sole & complele responsibliity of the treatment & IF's oulcoms & safety of the patient, and Koshika Foundation will heve no role or responsibilily
Im the matier.
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