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111 hareby confirm thal all detads in this Form are True io the best of my knowledge, Ary falss elainmaent will render my Application & ongolng assistance, If any.
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2) | solemnly confinm that assistance, if received from Koshina Foundation, will be ussd only b the “puposs”, as stated in this Form, for which such assistancs
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1) By affwng my signature or thumb impresaion on this Form, | (Appicant) heraby sgree & outhoriss Koshika Foundation and it's Trustess o
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AGREEMENT by HOS
By affixing heseunder, signalure of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
iHoapits ) horety offrm & sccept following:
1) that we naither are presently nor will in future avall of financisl assistance from another NGO or any ofher source, for the same pafionticase. as we are
reguesting fo gl from Koshiks Foundation, (o the extent hal such ssaivtance i granied by Keshlics Foundation. If the requesind assistancs s nol granted
by Koshika Foundasion, in part or in full, then the Hospital reserves i's right to make up tha shortfall from another NGO or any other sowoe. This
confirmabon essentislly statos thal the Hospital will not avall any duplicals assislonce for iho sames patientlcase Trom any other NGO or any olhar source.
2) The sssistance from Koghia Foundabon s anly fnancial in nature. The chome of the reaiment/procedurs advised/tonducted by the Hospital on the
pabent, i based on the arrangement between the pationt & the Hospital, and i in no way influenced by Koshike Foundation. Hence, the Hospital will
assume sole & compizle responsibiiity of the reatment & I1's cutcoma & safety of the patient, and Koshika Foundation will have no rofe or responsibility
in the mater
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