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1} By affing my signature or thumb Impression on this Form, | (Applicant) hereby agree & authorisa Koshika Foundution and 's Trustees 1o
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AGREEMENT by HOSPITAL (¥wmm pm %)

By aflixing henoundar, sgrnture of our Authorsed Signatary for recommending this ensa/patient for nancial assistance from Kashika Foundation, we
{Hospal) hereby atfirm & scoept following:

1) that we nedber sty presently nor wil in future svail of finencial assislanae from another NGO or any ofhar source, for the sama pationt/case, 85 wa are
requesting o gel from Koshica Foundation, 1o the sxtent that such assistance is granied by Koshika Foundation. If the requested assistance s nat granied
by Koshika Foundaticn in part of in full, then the Hospital reserves I¥s night to make up the shortfsll from anciher NGO o any other Source, This
confirmation assentally states that the Hospital will not svall sny duplicate assisiance for the same palisnlicass rom any othir NGO or sy other source
7} The sxssstance from Koshika Foundation is only financinl in nature, The chaice of the treatmantprocedure advised/conducied by the Hospdal an the
patient, is basad on the arrangament between the patleat & the Hosplial, and is In no way Influenced by Koshika Foundation Hance, the Hospital will
pssuma sole & complets responsibilty of the trastment & it's outcome & safety of the patient, and Koahika Foundntion will hisve no mle or respansibility
i the mather.
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