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1) | hareby earkirm that 8l dotads in this Form are True to the best of my knowledge. Any falsa statement will render my Application & ongaing sssistance, i any,
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1) By affising my signature of thumb imprassion on ihis Form, | (Applicant) hersby agree & aulhorise Knshika Foundation and 's Trusiees 1D
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AGREEMENT by HOSPITAL

By affixing hereunder, signature of our Authonsad Signatory for recommending this case/patient for financisl assistance from Koshika Foundalion, we
[Hospital) heraby aflirm & accept followsng: )

1 thal we neithar are presently nor will in hiture svall of fimancial assistance from another NGO or any other source, for the ﬁﬁ' patlenticase, as we are
requesting fa get from Koshika Foundation, lo the exiont that such sssistance ie granted by Koshika Foundaton. If the requested aszislance 5 nal granted
by Koshika Foundation, in part or in full, then the Hospital reserves It's Hght o make up the shorfall from anothar NGO or any ather sourcs, This
confirmation essentially states that the Hospital will not svail any duplicate sssistance for the same patient/case from any other NGO or any other source.
2} The assistance from Koshika Foundation is anly financial in nature. The cholce of the ireatment/procedure sdvisediconducied by the Hospital on the
patiant, ls based on thie arangemant between the patiant & the Hoepital, and is in no way influenced by Koshika Foundation, Hence, this Hospital will
assume sola & complate responslbtiity of the treatmant & it's ouleome & safity of the patlant, and Koshika Foundalion will hine no role o responsibility
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