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1) | hereby confirm that a8 details in this Form are True ip the best of my knowiedge. Any faise statament will render my Application & ongoing assmstance, I any,
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1) By afiing mmy signaturs or ihumb impression on Mis Foom, | Apphcant) haetry agree & authorme Kaoshika Foundaton and i1's Trusiees o
ysaipublishiput-upireproduce my name, address, photo & details of the “purposa”, for which such asrstance is requetstedigrantad, through any
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AGREEMENT by HOSPITAL (wemrst gm &)

By affiung hereunder, signature of our Authorsed Sgrmiory. for recommending this casedpatient for financial essistance from Koshika Foundation, we
Hosprtal) hersby offinm & accept following:

1)/mat we nesthar are gresenitly nor will bn Putlise s vail of financial assistance rom another NGO or any othier source, for the same patienticase, 2s we are
reqesting o get from Koshika Foundation, 1o fiw exten] thal such sssistance i granied by Koahika Foundation, If the mquested assislance s not granied
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palient, is based on the amangement between the patient & the Hospital, and s in no way influenced by Koshika Foundation. Hence, the Hospital will
anEUTe soie A complate resconsdility of the toatment & s sulcome & salety of the patient, and Koshiks Foundation will hove no role of responsibility
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