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1} By affining my signature o thumb impression on this Form, | [Applicant) hatetiy agree & authorise Koshika Foundalion and i's Trustees 1o
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AGREEMENT by HOSPITAL (Fumme Ero )

By affoung hereunder, signature of our Authorised Signatory for recommending this case/patient for financial ssslstance from Koshia Foundation, we
(Hospital) hereby affirm & accept following:

1) that we neither are presantly nor will in future avadl of financial Bssistance from analher NGO or any other soutce, for the same palisnticase, BN we are
requesting lo gol from Koshika Foundation, to the sxtent thal such assistance is granted by Koshiks Foundation, If the requestad assistance & nol grantad
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2) The assistance from Koshika Foundation is only Arancal in nature. The choio of the treatmentprocedure advised/conducted by ihe Hospeal on the
patient, is baeed on the srangement between the patient & tie Hospital. and i in no way influenced by Koshika Foundation. Hence, the Hespital will
sssume sale & complete responsibility of the treatment & it's outcome & safety of the patent, and Koshika Foundation will have no rale of responsibility
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