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1) | harsby n:rrﬁnnlhm all details in this Form are True jo the best-of my knowledge, Any falss statemant will render my Application & ongoing assistance., it any,
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Z) I solamnly confirm fhat assistence, ¥ recenved from Koshika Foundation, will ba wsed only for the “purposa’, & stated in this Form, for which such assistence
wis refuested by me.
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1} By affixing my signature of ihumb impression on this Farm, | (Applican) hersby agree & sulharise Koshika Foundation and iI's Tiusiess io
use/pubishiput-uplreproduce my name, adoress, pholo & details of the “purpese”, for which such aseistance is requestedigranted, through any
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AGREEMENT by HOSPITAL (wems g1 @)

By affaing hereunder, signature of cur Authonsed Signatary for recomranding tis case/paben for financial sssistance from Koshika Foundation, we

(Hospital) hereby allirm & accepl following:

1] that we nizither are presantly nor will in future avall of financial assistance from another NGO or any olher sourca, for the sume patient/case, as we are
requasting 10 get frem Koshika Foundation, 1o the extent hat such assistence i grantad by Koshika Foundation. I the requested assistance is nol granied
by Koshiks Foundation, in part or in full, then the Hospital reserves if's dght to make up the shortfall from anothar NGO or any other soures. This
confirmation essentially states thal the Hospital will not avell any duplicate assielance for the same patient'cass from ey other NGO or any other sourca.
2) Tha assistance from Koshika Foundalion i only financial in nature, The chojca of (he treaimenliprocedures advisediconducted by the Hosplial on the
patienl, ls based on the arrangemant between the pathent & the Hospllal, and is In no way influsnced by Koshika Foundstion. Hence, the Hospital will
assume sole & complete responsibility of the treaiment & It's outcome & satety of the pationt, and Koshlka Foundation will have no role of responsibility

in the matter.
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