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1) I hareby confirm thal all detals In this Form ars True i the best of my knowledge, Any false statement wil render my Application & ongoing eesietance,
lakis for rejaction/cancelation,
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1) By aMxing my signature or thumb impresaion on this Fomm, | (Applicant) hersby agree & muthorise Koahike Foundaton and i's Trustess 1o
uaa/pubishipul-upiteproduce my name, addrees, photo & detalis of the “purpase”, for which such sasistance Ia requastadigranied. through any
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AGREEMENT by HOSPITAL (Te9rm U SR)
By affixing hereunder, signaturs of our Authorised Signatory for recommending this casa/patient for Anancisi sgsstance om Kashika Foundatlan, wa
(Hospitad) heroby sfrm & accapt falowing:
1) Ihat we neither sry pregantly rot will in luture avall of financis! s3alstance from another NGO or any other sourcs. for the saire patertcase, as we arg
requadting %o get from Keshiks Foundation, ko the exteel that such essistencs i granad by Koshlka Foundation. If the requestsd assislancs is nat gunted
ity Koshiks Faundatian, in part or In ful, then the Hespital msaryes it's dght 1o make up the shartfall fram anather NGO or any other socurce, This
confimnation sssentially slabes that the Hosptal will not svall any duplicate aaskstance for the same patiant'case from any other NGO or any cther sourcs,
2} The assistance from Koshiks Foundation |s only financial in nature. The choice of the treaimentiprocacure advised/'conductad by the Hosphal on the
pallant. @ based on the arangement between the patient & the Hospita, and is in na way influenced by Koshika Foundation. Hance, the Hospital wil
fssume sole & complele rosponsibillty of the trsatment & &' cuicoms & safety of the pobient, and Koshike Foundation wil have no rofe or resporsibility
in the matiar.
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