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1) By sfflxing my skgnature of thumb Impression on (his Form, | (Applicant) hereby agree & sulhorise Koshika Foundation and It's Trustees lo
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AGREEMENT by HOSPITAL (wemm 9 win)

By affiing herounder signature of out Authorsed Signatory for recommanding this case/patieni for financial sssistance lrom Keshika Foundation, we
{Hospital) haraby affirm & accepl foliowing:

1) that we neliter are prasently nor wil in future avall of financlal assistance from another NGO or any oiher source, Tor the same palient/icase, bs we are
requesting to get from Koshika Foundation, to the axtant that such assisiance is granied by Koshika Foundation. If Ihe raquesied assistance s not graniea
by Koshikn Foundaticn, in part or in full, then the Hospial reserves |t's right 1o make up the shorifall from ancther NGO or any other source. This
confirmation essentially sistes thal the Hospital will not avail any duplicale assistance for the same pallent/case from any other NGO or any other source
Z) Thar assistance from Koshika Foundation is only financial in nature. The choice of the ireaiment/procecure advisadeanductad by the Hospital on the
patient, & based on the armngement betwean the patient & the Hospital, and is in no way infiuenced by Koshika Foundation Hence, the Hospital will
sssume sole & completo responsibiiity of the reatmant & I's outeome & safaly of the pallent, nnd Koshika Foundalion will have no roke or responsibiiity
in the matier.
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