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1} 1 bty confiom thal 58 dotass |n ihis Form are True to e best of my knowledge. Any false staterment will render my Application & ongoing assistance, If any,
b for regectionicanceiiation.

2} | sohemnly confirm that assistance. |f received from Koshika Foundation. will be used only for the "purpose”, as stated in this Form, loe which such assistance
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AGHREEMENT by APPLICANT ( ses g %)

1) By affizing my signalure of thumb impression on this Farm, | (Applicant) hereby agree & authorise Koshike Foundation and il's Trustees o

us putinh/put-upireproduce my namae, address, photo & delails of the “purpose”, Tor which such assistance is requested/granted. through any
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with the Trustess of Koshika Foundation, and ihair declson b= this regard will 58 final and acceptable to me.
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By aflwing hersunder, sgnature of our Authorised Signatory for recommending Ihis caselpatient lor financial assistance from Koshda Fourdation, we
(Hospited) horeby affirm & -acoapt following:

1) el we nedfuer sre presently nos will i fulune svsll of financial sssistance from snolher NGO or any oiher source, Tor the same pallent/case, s we oie
requesting o gei from Koshiks Foundation, to the extent thet such assistance s granted by Koshika Foundafion. If the requesied assistance s nol grantad
by Kosheka Foundation, in part of i full, then the Hospital ressrves il's righl to make up the shorltall rom another NGO of By othes source. This
corfirmation essentially states thal the Hospital will not avall any duplicate assistance for the same palient/case from any other NGO or any other source
2) The sssistance from Koshika Foundation is only financial in nature, The cholcs of the ireatmentiprocedurs advised/sonducted by the Hospital on Ma
peabeni], i [rasand on the arrangement between the patient & the Hospital, and i in no way infiuenced by Koshika Foundation. Hance, 1he Hospital will
avsume sole & complste respongitslity of the reatment & IUs oulcome & safety of the patiani, and Koshiks Foundation will hewe no role or responsisilily
in the matter
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