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1} By sfixing my signature of thumb Impression on (his Form, | (Applicant) hereby agree & authorise Koshika Foundalion and i's Trustess 1o
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AGREEMENT by HOSPITAL (ywm @@ W)

By affixing hereunider. signature of our Authorised Signatory for recommending this case/patien! for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & sccepl iollowing: :

1) thet we neliber are presently nor will in future avall of finencial assistance from anoller NGO or any other source, for the saima patienl/case, 85 we e
requesting 1o get from Koshika Foundation, 1o the extent that such assistance is granted by Koshika Foundation. I the requested assistance is not granted
by Keshika Foundation, in part of in full, then the Hospital reserves IU's right to make up the shorifall from anolher NGO or any other ssurce., This
confirmation essentialy states that the Hospltal will not avall any duplicale asslstance for the same patieniicase from any olher NGO or any other source
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psaume sole & complats responsiblilty of the treatment & i's outcome & safety of the patient, and Koshika Foundation will have no rale or responsibility
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