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1) | heraby confirm that-all details In this Form are True to the best of my knowledoe. Any false stslement will render my Application & ongoing assistance, i any,
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1) By affixing my signalure-or (humb impression on this Form, | (Applicant) hereby agrae & authorisa Koshika Foundation and it's Trustoos to

uselpublishiput-upireproduce my name. address, photo & datsils of the *purpose”, for which such assistance is requestedigrantod, through any
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will not automatically entitie ma Tor receiving of continuing tha sald assistance. The dectsion for granting and/or continuing the sssistance will rest solely
with the Truslees of Hoshika Foundatian, and thelr decision is this regard Wil be final and accaptable o ma.
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AGREEMENT by HOSPITAL (wFmm 5 FI0)

By affixing hereunder, signatures of our Autharised Signatory for recommending this casefpatient for finenoial assistance from Koshika Foundation, we
[Hospital) hereby affirm & sccepl following;

1) that we neither are presently norwill in future avail of financial assistance from another NGO or any other source, far the same patient'case, as we ars
reuesting o gel from Koshika Foundation, to the extent thet such assistance fs granted by Koshika Foundation. If the requestell assistance |g nol grantad
by Koshika Foundation, In part or in full, then the Hospital reserves s right to make up the shortfall from another NGO or any other sources. This
canfirmation essantially siates that the Hospital will not avall any duplicate assistance for the same patisnlicase from any other NGO or any othar source.
2} The asslstance from Koshika Foundation is only finaneial in nalure, The cholce of the treatmentiprocedure advised/conductad by he Hospital on the
patiant, is basad on the arrangement betwean the patienl & the Hospital, snd Is In no way influsnced by Keshika Foundation, Hence, the Hospital will
assuma sole & complele respansibiiity of the freatment & Its cuticome & safety of the patient, and Koshika Foundstion will have no rale of responsibility

in thematiar.
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