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1] By affixing my ssgnature or thumb impression on this Form, | (Applicant) heraby agree & authorise Koshiks Foundation and it's Trustees o

usal publishdput-upireproduce my name, address, photo & details of ihe “purpose”, for which such assistance |s requested/graniad, through any
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AGREEMENT by HOSPITAL (w&mE. §W %07)
By affizing hereunder, signalure of our Aufhorised Signatary for recommending this case/patient for financial assisiance from Koshika Foundalbon we
iHospital) hereby affirm & aceapt following:
11 that we heilher ana pregently for will in future avail of financial assistanos from another NGO o any athar source, for the same pabient/case, as we Gre
requesting 1o ge! from Koshika Foundation, fo the extent that such assistance is granted by Koshika Foundatlon, If the requested assistance |s not granted
vy Kashika Foundation, in part ar in fll, then the Hospital reservas it's right 1o make up the shortfsll from’ another NGO or any other source. This
confirmation assenfinlly states that the Hospital will not @vall any duplicats assistance for the same patient/case from any other NGO or any olher sournce
21 The sasistance from Koshika Foundation is only financial in nature, The cholee of the treatment/procedure advised/canducted by the Hespital on tha
patiant, is based on the arangement betwaen the patien! & the Hospital, and is In no way influenced by Koshika Foundsation, Henge, the Hospital will

EssUma sale & complate responsibility of the treatment & s cutcome & safety of the patient, and Koshike Foundation will have no role or responsibility
in the matter,
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