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2) | solesmnly confirm that assistance, i recelved from Keshika Foundation, will be used ondy for the “purposa”, as stated in this Form, for whech such assismnce
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1} By affixing my ssgnature of thumb imprassion on this Form, | (Applicant) heraby agree & sulhonss Koshika Foundation snd ii's Trustess io
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AGREEMENT by HOSPITAL (yemm B wid)
By allicing hovaunder, signature of our Authomsod Signatory for recommeniding Ihis case/patient for financial assistance from Koshika Foundation, we
{Hospitar) hereby affirm & accept lollowing:
1) thal we neithar are presently noe will in Tuture avall of lnancial ssalsisnce from anotheor NGO or any other soutce, Tor the same patient/case, as we g
requeing 1o gel from Koshika Foundabon, to the exient that such assistance is granied by Koshiks Foundation, If the requestiod assistance is nol granted
by bk Foundstion, in part or in tull, thin the Hospital reserves it's rght o make Up the shartfsl from ancther NGO or any olher source. This
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2] The sssistance from Koshika Foundation is anly Inancial in fature, The cholca of the treatmaeniprocedure advisediconducted by the Hospital an the
patenl. is based on the arrangement betwean the patient & the Hospital, and is in no way Influsnced by Koshika Foundation. Hence, the Hospital will

amimiy w0l & complote responsibiiity of the trentmaen & I's outcome & salety of the patienl. and Koshika Foundation will have no role or responsibility
in e malier.
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