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1)1 haratyy confirm tat sl dotalls in this Form are True 1o the best of ny knowledge. Any false statement will rendor my Application & ongoing assistance, f any,
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2) | nolemnly confirm that assistance. I eceived from Koahiks Foundation, will be used only for the “purpose”, as stated in this Form, for shich such assistance
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1) By affining my signature of Lhumb Impression on this Form. | (Apshicani) hersby agres & sulhorise Koshiks Foundation and il's Trustees to
usel pulbishiput-upireproduce my name. address, phoio & details of ihe “purposa”, for which such sssistance i requesied/granted, thiough any
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AGHREEMENT by HOSPITAL (wesmme £ %ar)

By affixing hereunder, signature of our Authorised Signatory for recammaending this case/patient for financial assisiance from Koshika Foundation, we
(Hospital) beraby alfirm & sccapl following:

1) thist we neither ane presently nor will in fture avall of financial ausistance from another NGO or any other source, for the same patienlicase. os we are
requesting 1o gol from Koshika Foundation, to the extent that such assisianos is granted by Koshika Foundation. |1 e requasied sssisiance is nol grantad
by Koshiks Foundation, In par e in ful, then the Hospital reserves It's right 1o make up the shortfall from another NGO or any othet source. This
confirmation essentially states that the Hospital will not avail any duplcate sssistance for the seme patient/case from any other NGO or any other source
21 The assstance from Koshike Foundation is only financial in natuse. The chaice of the treaimenl/procedurs advised/conducied by the Hospital on ihe
patiant, is bazed on the smangemen! betwesn e patient & ha Hospital, and is in no way influsnced by Koshika Foundation, Hence, the Hospital wili

asauime soke & complate responsibiiity of the trontment & 1's outcorne & safaly of the patient, and Koahica Foundation will have no rols or responsibility
in the matier
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