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1}1 Weraby canfirm What & detads in this Form are True fo the best of my knowledge. Any false statarant will render my Application & engoing assistance, ttany,
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14 By aMfixing my signafure or thumb impression on this Form, | (Applicant) hereby agree & aulnorisa Koshila Foundation and II's Trustaes 1o
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AGREEMENT by HOSPITAL (39 T il )

8y affixing hereunder. signature of our Authorised Signatory for racommending this case/patient for financial assistance from Koshilka Foundstion, we
{Hospital] hereby affimm & accept fallowing:

1) that we neither are presently nor will in future svall of financial esslslance from anoiner NGO or any olher source, for the same pafientcase, BE We 018
requesting o gel from Kashike Foundation, to tha extent that such assistance is granted by Koshika Foundation. 17 the requesied assistance |8 not granted
by ¥oshika Foundation, in part or in full, then the Hospital reserves Il's ight to make up the shortfall from anathar NGO or sny other source. This
confirmation essentinlly states that the Hespital will not svall any duplicate assislanca for ihe same patienticase from any olher NGO or any other source.
2) The assistance from Koshila Foundation is only finzncal in nature. The cholce of the restmentipracedure advised/conducted by the Hospital on tha
palinnl, ks based on the srangement batween the petient & the Haspital, and is in no way inflienced by Koshika Foundation, Henee, the Hospital wil
assume sole & complete mepansibility of the trestmen & IU's cutcoms & salety of the patienl. and Koshiks Foundation wil have no rolg or responsibllity
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