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1) By affdng my signature or themb impression on s Form, | (Applicant) hereby agres & auiborisa Koshika Foundation and it's Trusteas to
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AGREEMENT by HOSPITAL (Fmgs §R %)

By affixing hersundsr, signature of our Authorised Signatory for recommending this cazelpatient for financial sssistance from Koshika Feundation, we
(Hesplial) horeby afinn & accep! following:

1) that we neither are prasently nor will in luture avail of financial assisiance Irom anather NGO or any offier source, for the same patient/case, as we are
roquasting to gut from Koshika Foundation, to the extont thal such assistance is granted by Keahika Foundatien, If the requesiod assistance is not granted
by Koshika Foeundation, n part ar In full, then the Hosplisl reserves I's right to make up the shorifall from another NGO or any other soures. This
confirmation essorially stales that the Hodpial will not aveil any duplicate assistance for the same patienticase from any oltier NGO of any ofher source.
2} The sssistance from Koshika Foundaton is anly finansial n nature. The cheice of the eatmentipracedure sdvised/conducted by the Hospital on the
patienl, s based on the srrangement betwoan the pationt & the Hossital, and b in no way influenced by Koshika Foundalion, Hence, the Hdspital will
assume =ols & complets responsioity of the treaiment & It's outcome & safety of the patient, and Keshlka Foundation wilt have no rols or responsibility
in e maner.
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