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1)1 hsraby confims thal el detalis in this Form ara True to the bast of my knowledge. Any false statement will rander my Agpiicaiion & engolng assistance, I any,
Ikt for rejectonicancelation,

2} | atemnly confirm that assistance, if recalved fram Koshika Foundatizn, will be used only for the “purpase”. @3 stated in this Form, for which such assistance
was ragueshed by me.
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1) By affixing my signature or thumb lmpression on this Form, | {Appilcant) heraby agree & sulharise Kashika Foundation and s Trusteas to
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AGREEMENT by HOSPITAL (Fumm @m %)
By affixing hereunder; signature of our Autharised Signatory for recommending this caseipatient for financial assistance from Keshika Foundation, we
(Hospital) hereby affirm & acoept lallowing:
1) that we neither gre presently nor will in future avall of financial seelstance from aanther NGO or any gther source, for the same palient/case, &s we are
requesting o gol from Koshika Foundation, ta the axient that such atsistancs is grariled by Koshika Foundation. if ihe requesisd-assistance = not graned
by Kashika Foundation, in part or in full, then e Hospltal reserves (0 right 19 maka un the shertfall fram another NGO orany other sourca. This
eanfirmation essentialy siotas that tha Hospital will not syvsil @ny duplicate sssistance for the same patienticase from any othar NGO or any othar sourcs.
2} The assistance from Koshika Feundation is only finandisl in nalura, The choice of the treatmentiprocedurs advised/conductad by the Hospital on 1he
paGend, is based on the arrangemant batween the patient & the Hospital, and isin no way infiuenced by Koshika Foundation. Hanoe, tha Hospital will

Assume sole & complote rezponeitility of ihe trestment & I's cutcoma & safely of the patien:, and Koshika Foundation will have no role or responsitlidy
in-the mattar. '
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