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1) | hareiy confiem ihat all delsis in this Form are True (o the best ol my knowledge. Any faise stabement will rendar my Application & ongaing askistance. I any
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2) | sobarmnly confirm that assistance. i recsived from Kashika Foundation, il e used only Tor the "purpose”. as stated in this Form. for which such assistancs
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1) By aftaing my hignatute of thumb mpressilon on this Form, | (Apgikcan) ety agres & puthoiise Koshia Foundabion and 1's Trysioes to
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AGREEMENT by HOSPITAL (wem= o %)
By affining hereunder, sigrature of our Authorised Signatory for recommanding this casedpationt for financial asskstance from Koshike Foundation, we
{Hospital) havetyy affirm & acoept lolowing:
1) thal we neither are presently nor will in future avail of inancial assistance from another NGO or any othet source, for the same pationt/case, as we are
requesiing o get from Koshive Foundation, 10 the extend that such ssslstance s granied by Koshiks Foundaton, |f the requested assisiance is nol granied
by Moshiks Foundaton, in part or in full, then the Hospitsl reserves #'s right 1o make up the shostfall from another NGO or sny other source. This
confirmation essenbally states thal the Hospital will not avall any duplicale assistance for the same patient/case from any other NGO or any oifer source
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patient, i based on fhe anangement between tho patient & the Hospital, and s in no way influenced by Koshika Foundalkon. Hence, the Hospial wil

assume solo & complele responsibility of the treatrment & W's outcome & safety of ths patient, snd Koshika Foundation will have no role of responsibiity
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