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1) | heraby confirm that all detalls in this Form are True o the best of my knowledge. Any false statement will render my Application & ongoing assistance. if @y,
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1) By aitiing my sigrature o thumb impression on this Foom, | (Applicant) hereby agree & authonise Hoshika Foundation-and iV's Trustees o
usaipublish/put-upireproduce my name. address, phota & datals of the “purpase”. for which such assistance Is requested/granted, through any
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AGREEMENT by HOSPITAL (%9 B0 F71)

By affining hareundsr, signature of our Authonsad Signatory for recommendicg this cass/patient lor inancial assistancs from Koshika Foundation, we
[Hespital) rereby sfirn & socepl following:

1) fhat wi melthse are presently nor wlll in future avall of fnancial assistince from another NGO or any other saurca, for the same patient/case, 2w arm
requesting to gal from Koshika Foundation, 1o the exlant that such assistance is granted by Koshika Foundation, 1 the requesied assistance s nol granted
by Koshika Foundation, [n part or in full, then the Hospital reservas it's right 10 make up the shortfad trom anpther NGO or any ofher sowrce. This
confirmation esseniially siafes that the Hospital will not aveil any duplicate assistance for the same patient/case from any other NGO or any other source.
2) The assistance from Koshika Foundation iz only financial in mature, The choice of the treatmantprocedure advised/conducted by Whe Hospital on the
patient, is bassd on the arangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation, Hence, the Hospital will
ausyma sole & complete responsibillly af the reatment & If's oulcoms & safety of the patienl, and Koshlka Fourdation will hava no rolke or respansitility
in tha mattar,
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