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1] lhh:f:::y confinm that all detalls in this Form are True fo the best of my knowledge. Any falsa statement will render my Application & onguoing assistance, if any,
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2] | solemnly confirm thet assistance, if received from Koshika Foundstion, will be used only for the "purpese”, as stated in this Fomm, for which such assistance
was requested by me,

3) | hereby confirm that | have not & will not in future, avail of reimbursement, in part of in full, from any other source/asmployerfinsurance company, of the amount
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1] By affixing my signature or thumb impression on this Form, | (Applicant) hereby agres & autharise Koshika Foundation and it's Trustees o
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AGREEMENT by HOSPITAL (W@@ LW W)
By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:
1) that we nelther are presantly nor will In future avail of financial asslistance from anothar NGO or any other source, lor the same patient/case, as we ara
requasting o gel from Koshika Foundation, to the extent that such assistance is granied by Koshika Foundation. If the requested assistance is nol granted
by Koshlka Foundation, in parl or in full, then the Hospital reserves IU's right to make up the shortfall from another NGO or any other sourca. This
confirmation essentially states that the Hospital will not avall any duplicate assistance for the same patient/case from any othar NGO or any other sourca.
2) The assistance from Koshika Foundaiion is only financial in nature, The choice of the trestment/procedure advised/conducted by the Hospital on tha
patien, is based on the mmangement betwasn the patiant & the Hospilal, and |s in no way influenced by Koshika Foundalion. Henca, the Hospital will

assumi sola & complete responsibility of the ireatment & s outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matter
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