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1} | haraby confinm thal all details in this Form are Trus to the bast ol my knowledge. Any false statement will rendar my Application & ongoing assislange, if any,
liabdez for rejectioncancelation.
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13 By affixing my signalurg of thumb Impression on this Form, 1 {Applicant) haraby agree & authorise Koshika Foundation and it's Trustees ta
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with the Truslees of Koshika Foundation, and Inalr dacizian Is this regard will be final and acceplable to me
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AGREEMENT by HOSFITAL (s g wm)

By affining hereunder, sigrature of gur Authorisad Signatary for recommending this caselpatient for financial essistance from Koshika Feundation, we
{Hospital) hareby affirm & accept Iollowing:

1} thal we neither are pressnlly nor will In fulure avail of financial azsistance from another NGO or any ethes saurce, for the game patisnticase, as wa ara
reaquesting o gel from Koshika Feundstion, 1o the gxtent thal such assiglance k& granled by Koshika Foundalion. If the requested assisiance is not granted
by Kashika Foundation, in part of in full, then the Hospital reserves it's fght 19 make up the shortfall from anothar KGO ar any other source. This
confirmation essenllally states that tha Hospital will not avail any duplicals assistance for the same petlent/case from any alher NGO of any other source
2} The assistance from Foshike Faundation is anly finangial in natere. The choice of the tresiment/proceduse advisediconducied by the Hospital on the
patiant, Is bassd on the arrangement between Ine patient & the Hoapitel, and 15 in rooway Influsnced by Koshlka Foundation. Henee, the Hozpital will
agsumes sole & comphete responsibllity of the treaiment & it's oulcome & safaty of the paliant, and Koshika Foundation will heve ne mile of responsibllity

in the matter.
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