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1) | hersby conliern ihal all dotads in this Form aee True 10 ihe best ol my knowlpdge Any false slatemant will render my Application & sngalng assistance, if any,
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2} | slnmaly confirm that sssistance, ! received fram Koshia Foundation, will be used only for the “purpase”, as staled in (his Farm, for which such asaistance

was requesind by me.

3) | hermby confiern thad | have not & will not in fulurs, evill of remburssmmant. in par o i full, froim any offed souttslbmplodAnsurEncs company. of the amount
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1) By aMinng my signaiure or thumb impiession on ihis Form, | (Appicant) hereby agree & authoriss Koghika Foundation and s Trustees o
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i AGREEMENT by HOSPITAL (wme gm %)
By affiring hereunder, signalure of our Authorsed Signatory bor recomimending this canelpatient for financial essistance from Koshika Foundation, we
(Hospital) neredy affrm & accept icliowing:
1] that we nedher are presanily néar will in future avall of Snanoal assisiance trom arothes NGO of any olher souits, lor Ihs same patient/cans. os we are
requesting to gel from Koshika Foundation, 1o the oxlent that such assisisnce &= granted by Koshiks Foundation. If the requested assistance & not grantad
by Moahiia Foundation, m partor In full, then the Hospital reserves i's righ! 1o make up the shortfall from another NGO or any olher source. This
confumation essanlially staties that the Hospital will nol avall any duplicate assstance for the same patient/case from any cther NGO or any other seurce
2} Tha assistance from Moshiks Foundation is only fnancial in nature, Tha choise of the trestmenlipmcedurte sdvisediconduated by the Hospital on the
patent, m based on Me anangement between the patient & the Hospital and s In no way influenced by Koshia Foundation. Hance, (hi Hospital wil

sssume sole & complots responsthisity of the traatment & it outcoms & safety of the patient. snd Koshiks Foundation will have no role of responsibility
i 1he matter
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