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1) By affiing my signature or thumb impression on this Form, | (Appiicant) hereby agree & suthorse Koshika Foundation and |1's Trustess io
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AGREEMENT by HOSPITAL (yemm gm wim)

By afllxing hereunder, signature of our Authorised Signatory for recommending this case/patient lor financlal assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept lollowing;

1) that we naliher are prasontly noe will in luture avail of flinanclal assistance Irom another NGO or any other sourca, for the same patent/case, is we are
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patiant, is based on the arrangement betwesn (he patient & the Hoapital, and is in no way Influenced by Koshika Foundation. Hence, the Hoapital will
assume sole & complets responeibillly of the treatmant & s cutcoms & safety of tha patient, and Kostiks Foundation will have no role or responaibliey
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