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1} | herety confirm Tl st debils in tis Form are Troe 1o the best of my knowledge. Any false stabement will render my Applicabion L ongoing ssulsiance, if any,
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1) By affinig my signature of thumd impression o this Form, | (Applicant) hemby agree & suthorise Koshilka Foundation and it's Trustees 1o
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AGREEMENT by HOSPITAL (7= o0 %00)
By sffining heseunder, signature of our Authonsed Signalory fod recommending Lhis case/patient fof linancial sssistance from Koshika Foundation, we
|Hospital) heraby afirm &-accapt Tollowing;
1) ol we neither s pregently non will in luture avall of inancial sseistance from another NGO or any olher source, for the same patlent/case, oy we are
reguestng to gel rom Koshika Foundation, 1o the sxlent that such assistance 5 granted by Koshila Foundafion. If the requested assistance s nol granted
by Moshika Foundstion, in part or in full, then this Hospital ressrves it's right o mske up the shortfall from another NGO o any other source. This
confirmation essentially states that the Hospital will not avail any duplicate asststance for the same patient/case from any other NGO or amy ather source,
2] Thie ansnistances from Koshiks Foundation is only financisl in natute. Tho choloe of the resimentiprocedune sdvised/conductd by the Hospilal on the
patenl, & hased on the amangement betwesen the patient & the Hospital. and is in no way influenced by Koshika Foundation. Henca, the Hospital will
ansume sols & complele respormibility of the treatmaent & (s oulcoma & safety of the patient. and Koshika Foundation will hirve no role o responsibility
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