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1} | heraby confirm that &l detalls in this Form are True to the best of my knowladge. Any falss statement will render miy Application & ongoing assistance, if any,
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1) By affixing my s:gnature or (humb impression on this Form, | (Applicant) heraby agree & authoriss Koshika Foundation and i's Trustees 1o
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1) 3 99 W ST e W SR W e e, § (s sl weni w g s f o Cwiire wiEt sl aee i oW e won € s S0 T,

W, T i W e g o A i # oo et o anl, o, weww g agivn | e wiieiedl st oveierd & fod T o v e

A yate W % fan sfem b9 vmow fe Sy R wes wowe S v S e st e w s s f

2) A (wwEw) W owm ¥ w5 G oAm, o, W st P W owemm ¥ Tgted ® wit & R v W W v W wom o oway |

“wiwR" yay I e w el sl sl soprd fm)

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
wETE F TR W AR W

. AN YT o)

AGREEMENT by HOSPITAL |wwamt g/ 1)
By affixing hereunder, signature of our Authonsed Signatory for recommending this caserpatient for financia! assisiance from Koshika Foundation, we
{Hospital) hareby afiim & scoapt following:
1) thal we neither are prasantly nor will In fulure avail of financial asdistance from another NGO o sny other source, for the same patient/case, a5 we ars
requesiing o gel from Keshika Foundation, to the exlent thal such assislance Is granted by Koshika Foundation. If the requested assistance is nol granted
by Koshixa Foundation, [n part or in full, then the Hospital reserves Ii's right 1o make Up the shortfall from anather NGO or any other source. This
confirmation essertially states that the Hospital will not avall any duplicate assistance for the same patienticase from any other NGO or any other source.
2) The assistance from Koshika Founidation is only financial in nature. The chaice of the trestmentiprocedure advised/conducted by the Hospital on the
patient, is based on the smangement between the patient & 1he Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & complete responsibility of the treatment & I's oulcorme & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matter.
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