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1)1 harey confiem that all detads in this Form ane True to the best of my knowledge. Any false staternent will rencer my Application & ongolng assistance. If any.
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1) By affixing my skgnature or thumd impressicn on this Form, | (Applicant) hereby agree & authorise Koshiks Foundation and I's Trusises to
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AGREEMENT by HOSPITAL (Weess gm W)
By afhong horounder, signature of our Authoreed Signatory for recommending Ihis case/pationt for finandcial sasistance from Hoshia Foundation, we
(Hospital) hersby affirm & accept following.
1} that wa nefther am prasently nor will in future avail of inancial assistance from another NGO or any other souroe, for the same patient/case, as we are
requesting 1o gat from Koshiks Foundstion, 1o the extent ihat such assistance is granted by Koshika Foundation. If the requastod sssisiance i not granted
by Koshika Fourdation, in part or i full, then the Hospital reserves it's dght to make up the shartfall from another NGO or any ather source, This
confirmation estentisfly states that the Hospital wil not avail any duplicate essistance for the same gatient/case from any other NGO or any other source
2) The asustance from Keshika Fourdation s only financlal in nature. The chaice of the treatmentiprocedure sdvisediconducted by the Hospital on the
patianl, ks besad on the arrangement betwesn the patient & e Hospital. and is in no way influenced by Koshika Foundation, Hence. the Hosgpital will
aadurme sole & pomplpte responsibillty of the treatment & Il's outcoma & safety of the patiant, and Koahika Foundation will have no role of responsibility
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