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11| hereby confirm inat all detalls in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing sssistance, if any,
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1) By affixing my signature or thumb impression on ihis Form, | (Applicant) heeeby sgres & suihorise Keshika Eoundation and Vs Trusiees 1n
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AGREEMENT by HOSPITAL (wwmms grr wm)

By affixing hereunder, signature of sur Aulhorised Signatory for recommending this caseipatient for financls! assistance from Koshika Foundstion, we
{Haspital) hersby affirm & sccept following:

1) that we nizitier am pressntly mor will in future avall of finenclal assistance from another NGO or any odhar source, for the same petientcase, as we are
requesting |o gel from Koshike Foundalion, 1o the exdant that such assistance I8 granted by Koshika Foundation, Il the requested assiztancs fs not granisd
by Koshika Foundation, in part o In full, then the Hospital reserves s right Yo make up the shortfall from andther NGO or any other source. This
confirmation essantially siates that the Hospitol will not avail any duplicate assistance for the game palisntczse from any other NGO or any olher soircs,
2) Thiy assistanca from Keshiks Foundallen Is anfy financlal in naturs. The chaolee of the treatmentiprocedure advised/conduciad by the Hoapital on the
patient, iz based on the arrangement betwean the petient & the Houpital, and Is in na way Influshced by Koshika Foundstlon. Harmce, the Hoepital will
assume sola & complele responsitiity of the treatment £ Vs sulcoma & safety of ihe patlent. and Kashiks Foundation will have no role or regponaibility
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