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1] By affislng my signature o thumb improsson on this Form, | (Applicant) hereby agiee & suthorse Koshika Foundation and (s Trusizes o
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AGREEMENT by HOSPITAL (v U0 S01)

By affizing hersunder. signature of our Authorised Signatory for moommending this caseipatian for inancial assstance from Keshika Foundalion, wa
(Hoapital) hareby affirm & accepl lnllowing:

1) thisl we neither are prasently nor will in future evall of financial assistance from anolher NGO or any other source, for the sams patisnt/case, B we are
requesting ko gel fom Koshika Foundation, to the axtent thal such assistance ls granted by Koshika Foundalion. Il the requasied assisiance is rat granied
by Hoshika Foundstion, in part or in full, then the Hasgital resarves iTs fight to make up the shortfall from anather NGO or any other source. This
corifirmalion essantlaly states thal the Hospital will nol svall any dupscals ssskstance ot tha sama petisnt/cass from any othet NGO of any other source
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gssums 5ok & complets responsibliity of the frestment & i's outcome & safety of the patient, and Keshiks Foundation will have na role of responsibikty
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