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1) | hsteby confirm that all detalls in this Form are True 10 e best of my knowledge. Any faise stalement will rancer my Application & ongoing assistance, if any,
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1) By affxing my signature or thumb impression on this Form, | (Applicani] hersby agres & suthorise Koshika Foundation and I's Truslees 1o

usepublish/put-upireproduce my name, sddress, phots & detalls of the “purpose” for which such assistance i requesiod/granted, through any
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with Ihe Trustees of Koshika Foundation, and thalr decision is this regard will be final snd acceplable to me.
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AGREEMENT by HOSPITAL (romss g &07)

By sffiing hessunoer, signature of our Authonsed Signatory for recommending this case/patient for financial assistance from Koshika Foundation, wea
|Hospltal) heratry aMirm & accept following:

1) that we neiiher are presently noc will in future avad of financial assistance from another NGO or any ofher source, fof the same patient/'case. as we are
requettng io gel from Kashika Foundalion, to the extent thal such assistance is grnted by Hoshika Foundation. If the requested assistance is nol grantad
by Moshi Foundstion, i part or in full, then the Hoapital reserves i1's nght to make up the shorifall from another NGO or any other source, This
confirmation essendally states that the Hospital will not avail any duplicate assistance for the same patient/case trom any othes NGO or any ofhar Source
2} The assistanoe from Koshika Foundation s only financial in nalure. The choioe of the treatmentiprocedure sdvised/conductad by the Hospital on the
patiient, i bassd on the arangement between the patient & the Hospital. and & in no way influenced by Koshika Foundstion. Hance, the Hospital will
assumi sole & compieta responsibiity of the treatment & It's outcome & satety af the patient, and Koshiks Foundation will have no role or responsibility
in e malior
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