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1) | bereby condiem that all detads i this Form are True hhhﬂﬂmm Any fatse sistornent will rendar my Application & ongoing assistance, If sy,
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2) | solamaly confirm thal assistance, i recelved from Koshike Foundation, will be used only for the “purpose”, an atated in this Form, ke which auch assistance
was raquested by me.
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1} By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and s Trustess o
uespublish/pul-uplmproduce my name, address, pholo & details of the “purpose”, for which such assistance |s requesiod’granted, hrough any
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AGREEMENT by HOSPITAL (rema §m ®m)

By afling homundsr, signalise of our Authorised Signalory for recommanding this case/patient for financial assistance frorm Koshika Foundation, we
(Hospital) hereby affirm & accept folowing:

1) that we noither are presently nor will in fulure ovad of Snancial pesistance from another NGO o any other source, Tor the sama patianicase, 58 we are
requesting to get from Koshiks Foundalion, to the extent that such assistance is pranted by Koshika Foundation. |f the requesied assistance & nol graniad
by Koshika Foundafion, in part or in full, then the Hospital reserves iI's right 1o make up the shortfall from snother NGO or any olher source. This
confirmation sssentially states that the Hospital will nol avall any duplicats assistance for the same pallenticasa from any other NGO or any oiher sourcs
Z) The assistance from Koshika Foondation is only financial in nalure. The choics of the reatment/procedury advisediconducied by the Hospital on tha
pntiant, ls based on the srangement bebween the patient & the Hospital, and s in no way Influenced by Koshika Foundalion. Hence, the Hospital will
ossume solg & complote responsibility of the treatment & it's outcomea & safely of the patient, and Koshiks Foundation will have no role or responsibility
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