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11 ey confirm et all delzils i this Form are Troe o the best of my keowlodge, Ay false statémant wil rendar my Application & ongoing
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2) | splemnly confinm that sssistance, f rocedved from Koshika Foundation. will ba asad anly for the “purpose”. as stated in this Form, for which such

wis requested by me
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1) By atlieing my sigrature ar ihumb Impresiion on this Form, § (Applicant) hereby agree & suthonise Kashika Foundation and It's Trustees to
useutEshipul-upireproduce my name, address, pholo & details of the "pumese”. ler which such assistance s requesiedigranted, through any
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will not auleimatically antltle me for recaiving or centinulng the sald sssistance. The decision for granting andisr conlinuing the assistance will rest solily
with the Trustges of Koshika Faundation. and their decigion s this regard will be final and acceptable fo me
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AGREEMENT by HOSPITAL (waimp g i)

Sy sllwing hersuncer, signalure of our Authorised Signatory lor recommeending Ihis case/patient for finanoal assistance from Koshika Foundatian, we
{Hespital| ferety sffim & sooept falowing:

1)t wee nesither are presenfly nor will in future sl of finencial assistance from another NGO or any other souroe, for (he same pabenticase, as we are
requesting 1o gel lrom Koshiks Foundation, to the extent that such assistance is granted by Koshika Foundatlon, || the requesied assistance |s nisl granled
oy Knshika Foundatien, i part or in full, fhen the Hospital reserves its rght 1o make up the shodtfall from another NGO or any other source. This
confirration essentially stales thal the Hospital will nat avail any duglicale assistance for the same patlent/case from any other NGO or any other source
2} The assistanee from Koshika Foundabon is only fingncial in nature, The choice of the reatmentprocedure advisediconducted by the Hospital on the
pEtenl is bated on the airangeiment belween he patient & the Hospiial, and 5-in ne way Influsnced by Koshika Foundation Henee, tne Hosptal wiil
assume sole & completo rasparslbillty of the freatment & it's outoome & safety of the patient, and Koshika Foundation will have no male or responsibility
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