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1] | heraby confirm fhat all detsils in this Form are True 16 the best of my knowledge. Any false statement will render my Application &
ilaten for refecionicancedation,
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1) By affadng my signature or thumb impression on this Form, | {Applicant) hereby agroe & authorise Koshika Foundation snd it's Trusteas io
usefpublishiputupireproduce my name, address, photo & details of the “purpose’, lor which such assistance |s requestedigranied, through any
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AGREEMENT by HOSPITAL (¢es 50 W)

By affiing hereunder, signature of our Authorised Signatory for recommending ihis case/pailent for financsl assistancs fom Koshika Foundation, we
{Hospltal) horaby affrm & accap! loliowing:

1) that we neither are presanty nor will In futute avall of financial assisiance from another NGO or any other source, for the sama palient/cass, 85 we are
requesting to got from Koshika Foundaiion, to the extenl Ihal such assistance is granted by Koshika Foundaltion, I the requaesied assistance is nol granted
by Koshika Foundation, m part or in full, then the Hespltal reserves iT's right lo make up the shorfall from another NGO of any other source. This
eenfirmation essentally states that the Hospital will nol avail any duplicate assistance for the same petlent/case from any cther NGO or any ofher Source
2) The assistance from Koshika Foundation Is only financial in nature. The choice of the treatment/procedure sdvisad/conducied by the Hoapial on tho
patient, is based on the srrangement betwaaen tho patient & the Hospital, and is in no way influenced by Koshika Foundation, Hence, the Hospital will
assume sole & complele responsibility of the teatment & I('s outcoma & salaty of the patient, and Koshika Foundation will have na role or responaitlity
In the matter,
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