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AGREEMENT by APPLICANT (soits o1 %)

1) By affing my wigratuse of thumb Impression on this Form, | (Applicant] heraby agree & suthorise Koshika Foundation and i's Trustees 1o
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AGREEMENT by HOSPITAL (Twme pa o)
By affixing hareundar, sgnature of aur Authorsed Signatory for recommanding this case/paiieni for financial assistance from Koshika Foundalion. we
{Hospltal) heretly affirm & accept following:
1) thal we nether are prasently noe will in future ovall of fnancial assistance from anolher NGO or any other source, lor the same patient/case, as we ane
requasting to get from Koshika Foundation, o the extent thal such assistance is granted by Koshika Foundation, If the requested assistance i not grentad
by Koshika Foundation, in patt or in full. thn this Hospital reserves I's right to maks up the sharttall from another NGO of any other source. This
confirmation essentinlly stales that the Hospital will not avail any cupllicate sssistance for the same palianticase from any other NGO or sny ather source,
2) The assiktance from Koshika Foundation s only financial in niture, This chalce of the treatment/procedute advisad/conductied by the Hosplial on the
patient, is based on the arangement batween the patient & the Hospital. and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assuma sole & complete responiibiiity of the trantment & it's oulcoma & aalsly af the patient, and Koshlin Faundaibon will have no role o res o bility
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