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1] By affing my signature or thumb impression on this Form, | (Applicant) horeby sgree & authorise Koshiks Foundation and i's Trustoss 1o
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AGREEMENT by HOSPITAL (F=fm 0 =01)
By offigng horounder, signatum of our Authonzad Signatory for recommanding thin case/potiant for financinl assisiance from Koohia Foundalion, wa
Hospital) hereby offitm & sccept follawing:
1] that we neither ar presently nor will in future avad of financial assistance from anofher NGO of any offwr sourca, o thie sams palientcase, oy wi Bre
requiesting 1o get from Koshika Foundation, to the exiant thal such assistance is granied by Koshika Foundation, I the requestsd assistance s nol granted
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confirmation essanlially stales that the Hespital will not avill any duplicils sssistance for the sama putient/came from any athar NGO o any othar source
2] The assittance from Koshika Foundation is anly financial i nature. The dholoo of the ireatmenliprocedune advisedicanductad by the Hespltal on ihe
patlent; kv e on the arrangsment betwenn e pathent & the Hospltal, and (s Inno Inflmnced by Koshlks Foundation. Hence, tha Hospial will

nssume sole & compiete responsibility of the treatmsnt & Ity oulcome & safely of ths patianl, and Koshiks Foundation will have no role of responaibdliy
in bhe matter
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