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2) | sclemnly confiern that assistance, If recadved from Koshika Foundation, wil be used only for e "purpose”, as stated n his Form, for which such sssistance
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AGREEMENT by AFPUCANT (site D9 )

1) By affing my signature of thamb impression on this Farm, | (Applicant) heceby agreo & suthorise Koahika Foundation and f's Trusiees 10
usefpublishiput-uplrepeoduce my name, address, pholo & detals of the “purpose”, for which such assistance is requested/grantad, through any
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By affiaing herounder, sgnasure of our Authorised Signatory ko tecommonding s casa/patient for financial assistance from Koshike Foundation, we
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by Koshika Founda®ion, in part or in full, than the Moaptal resarves It's right 1o make up the shortfall from encther NGO or any other source, This
confimation states that the Hospital will not avall any.duplicats assistance for the same patiend'case from any other NGO or any oher source.
2} The assistance hrom Koshika Foundason is orly financial in naturs, The chcics of the lreabnentiprocedurs sdvised/conducied by the Hospital on the
patiant, is based on the arangement betwoen te patiant & the Hospital, 8nd is Ia no way Influenced by Koshike Foundation. Hence, the Hospitel wii
assume sole & complole responsidiity of Ihe reatmant & I's outcome & satoty of e patient. and Koshikn Foundation will have no role of responsibility
in the maties
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