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1} | hereby confirm ihat all details in this Form are True to the best al oy kpowladna. Any lalse statemant wiN render my Application & crgoing assistance, il any.
liabda for rejection/cancallation.

2} splemnly canfirm thel esslstance, il received from Koshika Foundalion, will be used onky for the "purposa”, as slated i this Formn, far which such assislance
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for whigh this assistence is raquested
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1} By affixing my signature or thumb Impression on this Forn, | {Applicant} heraby agree & authorise Kashika Foundation and it's Truslees lo
use/publis hiput-up/reproduce my name, address, pholo & details of e “purpose”, for which such assisltance is requastedigranied, thrgugh any
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AGREEMENT by HOSPITAL (¥&T TA FN)

By affiving hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistancs from Koshiks Faundation, we
(Hospilal] heraby affirm & accept followlng:

1] thal we neither are presently nor will in future avail of financial assistance from ancdher N30 or any other source, far the same palierticase, a% wa are
requéesling to gel from Kashika Foundation, to e extant Ihal such aseistance is granted by Koshika Feundation, If the requested astislance is not granied
by Koshika Foundation, in part or in full, then the Hospital raserves it's right to make ugp 1he shartfall fram ancther NG ar any other souree This
eonfirmation essentially siates that the Hospital will nol aveil any duplicate sssistance for tha same patieneaze from any other NGO or any olher source
2] The assistance from Koshika Foundation is gnly financial in nalurg. The chaice of the treatmentprocedurs advisedfoenducted by the Hagpital an the
palient, is based on the amangement bamvaen the patiant & the Hosphal, and iz in no way influenced by Koshika Foundation, Hence, the Hospital will
assurme sole & complate responsibility of the treatment & iU's autcame 4 salaty of the patlent, and Koshika Foundallan will have ne rola or responsibility

in ihe matter.
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