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AGREEMENT by APPLICANT { sias &M )
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By effiung hereunder, slgnature of our Authorised Signatory for recommanding Ihis casalpalant lor inancial assistance Irom Koshika Foundation, we
{Hospital) heraby affimm 8 socept (olowing:

1) tat we neither ara presently nor will in future svall of financlal assistance from analhior NGO orany othar source, far the same patienl/case, a6 we sre
rerquesting 1o get from Koshika Foundation; fo the extant inat such assistance is grantod by Koshika Foundation, |f the requested gssisiance ls not granted
by ¥oshika Foundation, In part or infull, then the Hospital reserves it's right 1o maka up the sharifall fram anathar NGO or any other source. This
confirmation essentally states that the Hospital will not avail any duplicete asslstance far the same patlonticsse from smy other MG or any other saurce
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patiant, 1 based on the armngemenl between the patient & the Hospital, ard is in no way Influanced by Koshika Foundation - Henca, tha Hosplial will
assume sola & complete responaibility of the treatment & iT's oulcome & safely of the-palisnt, and Hoshiks Foundation will hove fo rale o respansibliity
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