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1)1 hersby confimn that all details in this Form e Troe i the bestol my knewledge. Any false sintement witl render my Application & ongoing assistance, Ifany,
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was equesled by ma.

3) | hareby confirm that | kave nat & will not in fudure, avall of reimbursement, in part or In igll, from any other sourcefemployerfinsarance company, of the amount
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1) By afiixing my signature or thumb Impréssion on this Fom, | {Applicant) haraby agres & authoriss Koshika Foundation and its Trusises (o
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with the Trusteas of Koshika Foundation, and their decision is-this regard will ba final and acseptable to ma.
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AGREEMENT by HOSPITAL (wms i )

By affixing hereunder, stgnalure of our Authorised Signalory for recommending thls case/paliant for financial assistance from Koshika Foundatian, we
(Hospitsl) heraby affirm & accopt following: )

1) that we nallker are presently nor will in future evail of inanclal assistance from angther NGO or any ather source, lor the same patientcase, as we are
retuesting 1o get from Koshiks Foundation, to (ho exient that such assstance js granted by Koshika Foundaton, If the requested gssistance is not granied
by Koshika Foundatian, in part ar in full, then the Hospltal reserves s dght to make up tha shartfall from ancther NGO or any ather soufce, This
canfirmation essentially states thal the Hospital will not sveil any duplicate essistance for the same natlenticass from any other NGO or any other source.
%) The assistance from Koshika Foundation |s anly financial In nature, The choice of the realmont/procedure advised/conducisd by the Hospital an the
patient, iz based on the srangement balwesn the patisnt & the Hospital, and [&in no way influenced by Koshike Foundation. Hance, iha Hoapital wil
assume= aole & complete respanslbliity of the treatment & if's outcome & safely of the patlent, and Koshika Foundation will have na rale er responsiiiity
in the matlar
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