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1) | hereby oonfirm that all details in this Form are Trua 1o the best of my knowledge. Any false statemont will render my Application & ongoing assistance, If any,
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AGREEMENT by APPLICANT (s gm 71)

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby sgres & authorise Koshlka Foundation and [1's Trustees io
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By affixing hereundar, signatune of our Authorised Signatory lor recommaending (his casa/patient for financial assistance from Koshika Foundation, we
[Haospital) hereby affirm & accept lallowing: _

11 thist we nsither are presently nos will 0 future avall of financial ossistance from another NGO or any othes source, for tha sama patient/case, Bs we ane
reguesting to gt fram Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation, If the requested assistance s nol granied
by Koshika Foundatian, in part or in full, then the Hospital reserves it's right 1o make up the shortfsll from another NGO or any other sourca. This
gonfirmation assenfinlly states that the Hospital will not avail any duplicate assistance for the sama patienticase from any other NGO of any other source
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patlant, s based on the amangament batween the patien! & the Hospital, and s in no way Influgnced by Koshika Foundation. Hence. the Hospital wil
assuma sole & complels responsibility of the treatmeant & IU's oulcome & safety of the patient. and Koshiks Foundation will have no role or responsibllity
in the matter
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