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1) | heratry confirm that all detalis in this Form ams True lo the best of my kriowledge. Any falses statermsnt will render my Application & angaing geaigtance, if any,
lisbie: for reisctionicanceiation

2) | solemnty condirm that assistance, f received fram Koshika Folndation, wil be usad only for the "purpose”, a5 stated in this Form. far which such ossistance
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1) By affixing my signatute or thumb impression on ihis Foom, | (Applicant) hereby agres & aulharise Koshika Foundation and it's Trustees to
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2) | (Applicant) further agres that any such use of my reme. address, photo & detalls of the "purpose’, for which such assistance is requested/granted,
wlll fiet mulomaticalty entitts ma fof receiving ar continuing the said sselsianca. The decision for granting andfor continuing the assistance will rest solely
with the Trustess of Koshike Foundabion, and lneir decision is this regard wiil be linal and acceptable Lo me,
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AGREEMENT by HOSPITAL (W& &1 &)
By afflzing hereunder, smnature of our Authonsed Signatory for resommending (his caseipatient for finsncial assistanca fraom Koshika Foundation, we
{Hogpital) haroby aftirm & eocenl following:
1) that we nevhar Gre presently nor will in future avall of financial sssistance fram anothe: NGO of gny other source, for the same patisnticase, as we are
reguesling to gel from Keoshika Foundation, o the-extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, [n part or in full, then the Hospital reserves ['s right to make up the shorlfail ram anolher NGO o any other sourcs. This
confirmetion essenlially states that the Hospitol will not aveil any duplhicate assistance for the same patient/case from any other NGO or any olher source.
2) The assistance from Koshika Foundation is only financial in nalure, The choice ol fhe irealmantprocedure advisediconduciad by he Hospilal on the
patlent, ks based on the arangement between the patient & the Hospital, and s i no way influanced by Koshika Faundation. Hence, the Hospital will

assume solo & complete responsibiiity of the treatment & (s oulcome & safety of the patient, and Koshika Foundation will have no role or responsibility
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