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1} hereby conliem 1hat 4i detalls in (his Form ste True fo the best of my knowledoe. Any false statement will rander my Application & ongoing essistance, if any,
iable for sedlion/canceitation.

24§ solemnly confiem hat assistance, i received from Koshika Foundation, will be used only for the “purposs”. as statsd In this Form, for which such assislance
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1) By affixing my signsture or thumb impreseion on this Form, | (Applicant} hereby sgroa & sulhonss Koshiks Fountdalion and I1's Trusiees 1o
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AGREEMENT by HOSPITAL (womm 571 010

By affixing hereunder. signature of out Authorised Signatory for recommiending thls case/patient for financial assistance from Koshika Foundaiion, we
{Heepital) hersay affinn & accept failowing

1) that wa neither are peesently nor wil in future avail of firancial assistanca from another NGO orany olhar seuroe, Tor the same palienticase, @8 we ane
requesting Io ot fram Koshika Foundation, (o tha extent that such assizfance is granted by Koshika Foundation If the requested assistance is not granied
iy Hoshina Foundsfion, i part ar bn lull, then the Hospital reservas IU's rght lo make up {he shartfall from another NGO or any ofher source, This
tanlirmalion essentially states that the Hospital will not aveil any duplicate assisiance for 1he sama patienl/cass fram any other NGO ar any ather scurce,
2) The assistance from Haoshika Fourdation is only finsncial in raturs, The shoice of the trealmentiprocedurs advisediconducted by the Hospital on the
patient. is bassd on the arangement betwsen the palisnt & the Hospital, and is in no way Influencad by Koshika Frundation, Hence, the Hospital wil
assume sole L complots responsiblity of the reatment & it's oulcome & safoty of the patient, and Koshike Foundation will have no role or responsbility
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