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1)1 harety confirm that-a(l detads in tis Form are True W the bast of miy knowledge. Any false statermant will render my Application & ongoing assistanca, If any,
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1) By aflixing my sigrature or thumb imprassion on this Form, | [Apglicant) hareby agree & aulhorise Kashika Foundation and II's Trusiees lo

use/publishipui-uplreprodice my name. sddrass, pholo & datats of (he "purpose”, for which such assistance is requested/granted, through any
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will not automatically entitts me for recelying or continulng the sald sssistance. The declsion for granting andier continuing fhe assistance will rest solely
with Ihe Trusises ol Koshiks Foundation, snd their dectsion e this regard will ba tinal and acceptable 1o ma
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AGREEMENT by HOSPITAL (wrmms 3R1 %)

By offixing hemunder. ssgnature of our Autnorised Signaiory for recommending ims case/patient for financial assmstance lrom Koshika Foundation, we
{Hosqital) hersby affirm & aceep lallowing

1) that we reithe: are presently nor will in future avail of fmanciai assiianca from another NGO o any other source, for the same patlenl/case, 85 we are
requesting to gol from Koshika Foundation, to the exlent thal such assistance is granted by Koshika Foundation. If tha requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospilel reserves iUs right 1o maka up the sharttall from ancther NGO or anhy ather sourca, This
confirmalion essentinlly states (hat the Hospltal will not avafl any duplicats sssstance for the same patient/case from any othar NGO or any other source.
2) The assistance from Koshike Foundation is only financial in nature, The choice of the treatment/procedure advisad/conducted by the Hospital on the
patient, is based on the amangemsnt between the palient & the Hospital, end is in no way influsnced by Koshika Foundation. Hence, the Hospital will
@EsUme solp & complete responsibility of the tragtment B its outcome & safety of the patient; and Koshika Foundation will have no role or responsibility
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