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AGREEMENT by HOSPITAL (wemm gm %)

By affixing heseunder, signature of our Authorised Signatory for recommending this casa/patient for financial assistance from Koshka Foundation, we
{(Hompital) herstry affirm & accopt following:

1) that we nefther afe praseatly nor will in fulure avall of finencial assistance from another NGO or any other source, for tho same patientcase. as we are
reguasting o get from Koshika Foundalion, 10 the sxient that such assistance i granied by Koshiks . I the requesied assistance s not gianied
by Koshika Foundation, in part or in full, then the Hospital reserves It's right to make up the shorfall from another NGO or any other source. This
confirmalion essentiaily states that the Hospital will not svail sny duplicate sssisiance for (he some patisnticase from any other NGO or any oiher source
2) The assistance fram Koshika Foundation is only financial in nature. The choice of the teaimentiprocedure advissdiconducied by the Hosptal on the
patient, it based on the armengement between the patient & ine Hospitsl, and is in no way influenced by Koshia Foundstion. Hence, the Hosgital wit
Bssuma sols & complei= responsibility of ihe treatment & Il's oulcome & safety of the patient, and Hoshika Foundation will have no role or responsability
in tha matier.
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