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111 heraby canfirm hat & detais in this Form are Trug 1o the best of my knowladge. Any false statement will rander my Applkcation & ongoing assistance, i any,
liable for rejection‘canceliation.

2] | solemnly confirm that assstence, f received from Hashike Foundation, will bo used only for the “purposs”, &8 siated in this Form, for which such assistanos
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fair which this assistance £ requesiad

1) s w2 e oe uen o R o s e S et F s o e e b ol W e o e mmmi.ﬂii‘rmhmwﬁwnﬁh

20 W g st wem i el s, W o W €, e T wE R W) g & T e wmm, @ w aee d w ow de

3) 4 yfe won o 7 fam wer d aw oandw W ot ¥, 3w oo oW st wowes feen fal s wn s weel @ 8 @ frm & o w R oufes F §m
AGREEMENT by AFPLICANT (smime g war)

1} By affixing my signature or thumb impression on this Form, | (Applicant) heraby agres & authorise Koshika Foundation and it's Trusiees 1o
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fot which assistance I8 being requssied
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with the Trustees of Kozhikn Foundaton, and their dicision ig this regard will ba finsf and seceptabla o ma.
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By aflicing hersundsr, signature of our Authonsed Sigratory lor recommending this case/palient for financal assistance from Koshika Foundation, we
{Hospital) hershy affirrn & accept allowing:
1) that we neither are presently nor will in fulure @vail of finsncial assistence from another NGO or sny other scurce, for the same patienticase, as we are
requesting 1o get from Koshika Foundation, 1o the exten that such assistance s granted by Moshika Faundation. [l e requested assisisnce is nol grantad
by Hoshika Foundation, in part ar in full, than the Hospital resarves [0's right 1o make up the shortfall from anather NGO or any other source, This
confimalion essentially states thal the Hospital will net avall any duplicals assistance for (e same patient/case from any olher NGO or any othar source.
Z) The a=sistance from Koshika Foundation | only financial in nature. The choice of the treatment/procedure advised/conduciad by the Hospitel on the
patian, is based on the arangemant between tha patient & the Hospital, and Is in no way influenced by Koshika Foundation. Henca, the Hagpits! wil

assume sole & complete responsibilty of the treatment & it's oulcoms & safety of the patient, and Keshika Foundation will have na role or responsibility
in the matier
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