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11 | ety confiem that all details in this Form ane Tree to the best of my knowledge. Any false stitorment will rendes my Applicalion & ongaing assistance. il any
listbg lox rejection/'cancelation

2 | solemaly confiem Tt assistance, if receved trom Koshika Foundstion, wil be used only for the "purpase”, 85 staled in this Form, for which such assstance

was requesied by me
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for which this asusiznce s requesied.
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1] By affuang my signsture or thumb impression on this Form, | (Applicant) hersty agree & authotise Koshika Foundation and i's Trustees 1o
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AGREEMENT by HOSPITAL (¥weme B WIR)
By affixing heveunder, sigralure of our AuthDrsed Sgnatory for recommanding this caselpalient for financial assisiance from Koshia Foundatian, we
| Hoepital} hereby afrm & accept following:
1) st we narithet are presenlly nof will in fulure svadl of financial pssistance from another NGO or any other source. for fhe same palient/cuse., us we are
reguesting to pet from Koshika Foundation, lo he exlent that such assistance is granted by Koshiks Foundation. If the requested assisiance 1S nol granted
by Mouhia Foundation, m part or in full, then the Hospital reserves i's Aght to make up the shortfall from another NGO or any olher source. This
confirmation essentiaiy staiee that the Hospital will not svail any duplicete assistance for the same patienticasa from any other NGO or any ofher source
2) Thir assistance from Koshika Foundation |s only financial in nature. The chalca of ihe imatmenliprocedure advised/conducied by the Hospital on the
pateni, i basad on fhe srrangement between the patient & the Hospital, and s in no way influenced by Koshika Foundation. Hance, the Hospital wil

ansumne sole & complele nespors bty of the treatmant & It's outcome & safety ol the patienl. and Koshiks Foundation will have no role or responsibility
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