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1) By affixing my signalure or thumb impression on this Form, | [Applicant) hereby sgres & suthoriss Koshika Foundalion and it's Trusiges to
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AGREEMENT by HOSPITAL (Temm &1 %01)

By affixing hersundes, signalure of our Autharised Signalory for recommending this cass/patien for fnancial agsistence from Koshike Foundation, we
(Hospita!} herety affirm & accept following:

1) thal we nelther ara prasently nar will in future svall of financial assistanca from another NGO or any other source, lor (he same pallenl/case, as we are
roqunsting i get from Koshika Foundation, 1o the sxdent thal such essistance is granted by Koshika Foundation. If the requestid assistance is not grantad
Iy Koshiks Foundmtion, in part or in full, then the Hospltal reserves it's rght to make up the shortfall from anather NGO or any olher soures. This
confirmation essentially states that the Hospital will nat avall any duplhcate assistance for (he same patient/casa from amy other NGO or any other source.
#) The sssistancs from Koshika Faundalion ks only financsal (n nature. The choles of the trealmentiprocedure advisediconducted by he Hospital on the
patient, is bassd on the amangement batween the patiant & the Hospital, and Is In no way Influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complets responsiblity af the freatmant & (s outcoma & safety of the patlent, and Koshika Foundation will heve no role or responsibility
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