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2] 1 solemaly confirm that ssslstance, If received from Koshika Foundation, will be used only for the “purpose”, as staled in this Form, lor which such assistance
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1) By affiing my signature or thumb impression on this Form, | (Applicant) hersby agree & authorise Koshika Faundation and i's Trustees to
use‘publish/put-upireproduce my name, address, photo & details of the “purpose”, for which such assistance is requestedigranted, through any
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with the Trustees of Koshika Foundation, and thalr decision s this regard will e final and sccoptabie to me,
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AGREEMENT by HOSPITAL (wwmm go wot)

By affixing hereundar, ture of our Authorised Signatory for recommaending this caselpalient lor Bnancial assistance from Koshika Foundation, we
{Hospital) hereby afirm & accepl following:

1) that we neither are presently nor will in future avad of Snencial assistance from another NGO of olhr source, for the same patlloni/case, Bs we ars
requersling o gel fram Koshiks Foundation, to the extent thet such assistance is granted by Koshika Foundation, If the requested assistance is nol granied
by Kothikn Foundation, in part or in full, then the Hospital reserves it's right to maka up the shortfsll from ancther NGO of arry other source, This
confirmation essentially statis thil the Hospital will not avall any duplicate assistance for the same patient/case from any other NGO or sny other source.
2) Tha assistance from Koshika Foundation is only finsncial in nature. Tha choice of the treaimantiocedurs advised/conducted by the Hospial on the
patient, is based on the srrangement betwesn the patient & the Hospltal. and is in no way Influenced by Koshika Foundation. Hance, the Hospital will
assuma sole & complste responaibdity of the treatment & It's outtome & safety of the patient. and Koshika Foundation will have no rols o responsibility
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