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1} | hereby confirm thal all detalls in this Form are True to the besl of my knowledge. Any false: statement will render my Application & cngoing essistance, If any,
Irabde for rejection/cancetiation.

2} | sodemnty confirm that assistanca, if received from Koshike Faundatlion, will be used only for the "purpose’, s staled in this Form, for which such assistance
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1) By affixing my sigrature or thumb impression on this Form, | (Applicant) hereby agree & suthorise Koshika Foundation and (s Trustaes 1o
usalpublishipui-upreproduce my name, address, photo & detells of the “purpose”, for which such assislance is requesied/granied, through any
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with the Trustees of Koghika Foundation, and their declsion is this regard will be final and acoeptable 1o me,
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AGREEMENT by HOSPITAL (W& ¥R W)
By affming hereunder, signalure of our Authorised Signatery for recommending ihis case/patient for linancial assistance rom Koshika Foundation, we
(Hospital) herety affirm & accept Tallowing:
1) thiat we neither are presently nor will In futurs avall of financlal axsistance from another NGO or any other sourca, Tor the same patient/case, 55 we ame
requesting 1o get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requasted assitance is nof grantad
by Koshia Foundation, in part or in tull, then the Hospital reserves it's right to make up the shartfall from anathar NGO or any oiher source. This
confirmation essentially states that the Hogpitsl will not avail any duplioate assistance for the same patiant/case from any othar NGO or any othar source
2) The assstance from Koshika Foundation is only financial in nature. The choice of the reatment/procedurs advised'conducted by the Hosplial on iha
patiant, is bated on thee srangement batwean the patlant & the HMospital, and is in no way influsnced by Koshika Foundation. Henos, the Hospital will

adsuma Aols & camplels responsibility of tha treatmant & I's outcoms & satety of ths patisnl, Bhd Koshiks Foundation will have no role o respanalbiity
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