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AGREEMENT by HOSPITAL (wems g7 U1
By affiung hersundsr. signature of our Authorised Signatory for recommending ihis case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affim & accapt following:
1} thaa! we neither are presently nor will in future avall of financial assistance from another NGO or any other source, for the same palient/case, 0s we ore
requesting to gel from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation_ If the requastad assistance is not granted
ty Koshixa Foundation, in parl o in full, then the Hospitsl reserves It's right 1o make up the shortfall from anather NGO or any other source. This
confirmation assentially staten that the Hospital will not avail any dupRcate ausistance for the same patiericase from any other NGO or any other source
2) The assistance from Koshika Foundation is only financisd in nature. The choice of the treatmentprocedure advisediconducied by ihe Hospits: on the
patinnl (s basad on the arangement betwesn the patient & the Hospital, and is in no way influenced by Koshiks Foundafion, Hence, the Hospital wil

pssume sole & complets responsibility of the treatment & s pulcome & safiety of the patient, and Koshika Foundation will have no rols or responyiblity
in the maiier.
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