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111 hereby confiem that aff detets 0 ihis Form ame True 1o the bost of my knowledge. Any lalse statament will rended my Apphcalion & ongolng assiitance, I any,
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1) By attng my signature of thumb impression on this Farm, | (Applicant) hareby agree & authorise Koshika Foundation and if's Trustees lo
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AGREEMENT by HOSPITAL (wwpes om wim )
By affng horaunder. sgnature of our Authorised Ssghatory fof recommanding this cass’patient for financial sssistance from Koshdka Foundation, we
(Hospital) hershy &firm & acoepl following:
1] that wa noedhar ane prasendy nor will in fubae avail of financial sssistance fram another NGO or any other source, lor the sama patient/case, de we ore
requesting to gat from Koshika Foundation. to the extent that such assisiance is granted by Koshika Foundation, If the requested essistance & not granied
try Komhika Foundation, in part or in full, ther the Hospital reserves i's right to make up the shortfall from ancther NGO or any athes source. This
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2} The sssistance from Koshika Foundation is only financial in nature. The choice of the treaimentiprocedure advised/conducted by the Hospital on the
patient, is besed on fhe arrangemant betwean the patient & the Hospital, and & in no way Influsnced by Koshika Foundation. Hence, the Hospltal will
nssume sole & complote responsibility of the treatment & It's outcome & safety of the patient, and Koshika Foundation will hive no role o responsility
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