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2} | selemnly confirm that assistance, if recelved from Koshika Foundation, will be used only for the “purpoase”, as stated in this Form, for which such assistance
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1) By affixing my signafure or thumb imaression on this Farm, | (Apglicant) hareby agres & authorise Koshiks Foundatien and lI's Trustess o
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AGREEMENT by HOSPITAL (waws oo 1)

By atng hareundar, signature of our Authorsed Signabary for recommanding Ihis casa/patient fee financial assistance from Koshika Foundation, we
(Haspital) hersby affinm & accept lolipwing:
1) thal we neiher are prasently nor will in futuri avail of financinl assistance from another NGO of any other source, for the same patient/case, as we are
requesting 1o gt from Koshika Foundation, i the extent thist such assistance is granted by Koshika Foundstion, If thee requesied assistance & not grantod
by Koshikis Foundation, in part or in full, then the Houpital raserves it's tight to maks up the shortfall from ancther NGO or any other source. This
confirmation esgentially states that the Hospital wil riot avall any duplicate assistance for the same patient/case from any other NGO or any cther source.
2} The nasistance from Koghika Foundation is only financial % nature. The choice of ihe resimentiprocedurs advised/conducted by the Hospial on the
patient, is based on the arrangement betwean the patient & the Hospital, and is in na way influanced by Koshika Foundstion. Honca, the Hospital will
insume sole & complute responsibiiity of the restment & il's cutcoma & safety of the patient, ard Koshike Foundation will have no fole or respansibifity
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