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1) | herety confirm that all detalls in this Form are True 1o the dest of my knowledgo, Any taise statement will render my Aggiication & ongoing assistance, ¥ any,
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2) 1 sclemedy confirm that assistancs, If recaved from Koshics Foundation, will bo usod only for the "purpose”, as stated in this Form, for which such assistanco
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AGREEMENT by MOSPITAL (vwm® 510 wTT)
By afing heroundier, signature of our Authorised Signatory for recammending this case/patient for financial assistance from Koshia Foundation, we
{Hospzal) heredy affirm & accept following:
1) thiat wo neithor are presently nor willin future avall of financial assistance from another NGO or any cther source, for the same patienticase, as we are
requosting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundason. i the requested assistance is not granted
by Xoshika Foundation, in part o in A, thes the Haspiial reserves it's right to make up the shortfall from another NGO or any other source. This
confimation essentaly states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any ofher source.
Z) The assistance from Koshika Foundation is only financial in nature. The choica of the trestment/procacure advised/conducted by the Hospital on the
pationt, s besed on the armangement botwoen the patient & the Hospital, and Is In no wey influenced by Koshika Foundstion. Hence, the Hospital wit

assume scle & complote responsibiity of the treatment & it's outcome & safety of the patient, and Koahika Foundation wil have no rofe of responsibiity
in the mattee.
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