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11| heraby conlirm that all details in this Form are True to the best of my knowledge. Any fatse statemeont will render my Application & ongolng assistance, IF any,
liatsbe for rejection/cancediation.

2] | sotamnly confirm that assistance. if received from Koshike Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance
was requested by me.
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1} By affixing my signature or thumb impression on this Form, | (Applicant) hereby agres & sulhorise Koshika Foundation and s Truslees 1o
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AGREEMENT by HOSPITAL (¥wma o &01)
By affixing hereunder, signature of our Aulhorised Signalory for recommanding this casa/patient for financial assistance from Koshika Foundation, we
{Hospital) hereby affirm & accept following:
1) thiat we neither are presently nor will In future avail of linancial assistance from another NGO or any other source, for the sama patient/case, as we are
reguesting to get lrom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation, If the requested assistance is nol granted
by Koshika Foundation, in part or in full, then the Hospital reserves I's right to make up the shorifall fram another NGO or any other source. This
canfirmalion essantially states that the Hospital will not avail any duplicote assistance for the same patienticass from any other NGO or any olhet source
2) The assistance from Koshika Faundation is only financial in nature, The cholee of the reatment!procedure advised/conducted by the Hospital an the
patient, s based on the arrangsment between the patient & the Hospital, and is In no way influenced by Koshika Foundation. Hence, the Hospital wil

assume sole & complete responsibliity of the reatment & it's putcome & safety of the patian), and Kashika Foundation will have no role o responsibility
in the mattar.
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