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1) 1 hereby oonfirm tat afl detatts in this Form are True 1o the best of my knewledge. Any false statament will render my Application & angeing assisance, if any,
fratie lor repection/canceliation, _

211 solemnly. confirm that assistance, |f raceived from Koshika Foundation, will be Usad only far the ‘purpase”. as stated in this Farm, for which such assislanca
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AGREEMENT by HOSPITAL (werms Io0 wo1)
By affiong hersunder, signature of our Authorsed Signatary for recommending this case/patiant for finantial assistance from Koshika Fodndatian, we
{Hospltal) harsby affirm & sccapt following:
1) thast we neither are presently nor will in future avall of inancial sesistance from anather NGO or any other source, for the same pallenttase, 55 We ars
requesting to gel from Koshika Faundelion, to the extent that such assistance is granted by Koshika Foundation, If the roquasted assistance (s not granied
by Koshika Foundation, In part ar In full, then the Hospital reserves it's fight 1o make up the shorttall from another NGO or any olher source. This
confimration essentisly states that the Hospital will not avall any duplicate sssistancs for the same patient/case fromany other NGO or any other source:
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gesume sole & complets responsibility of the irsatmant & I's outcomes & salety of the palien, apd Koshiks Foundstion will heve no rale of respansibifity
In the maliar.
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