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1} By affiing my signature or thumb impression on this Form, | {Applicant} hereby agree & authorise Koshika Foundstion and ifs Trustess 1o
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AGREEMENT by HOSPITAL (wimms B %71)

8y sffiting hereunder, signature of our Authorised Signatory for recommending this cage/patient for fimancial asslsiance from Koshiks Foundation, we
{Hospital) hereby affiem & accepl following:

1) that we neither are presantly nor will in future aveil of financial assistance from another NGO or any other source, for the same patient/case, as we are
requesling 1o gol lrom Keshika Foundation, 1o tha extent thal such assistance iz granted by Koshiks Foundation. Il the requesied assisiance i not grantod
by Koshika Foundation, in pant or in full, then the Hospital reserves i's fight to make up the shortfall from another NGO or any other source, This
confirmation essentially states that the Hospital will not avall any duplicste assistance for the same patienticase from any other NGO or any other source
2) The assisiance om Koshika Foundation is only financial in nature. The choice of the treaiment/procedure advised/conducied by Ihe Hoaplial on the
patient, is based on the arrangement between the patient & the Hospital, snd is In no way influenced by Koshike Foundation, Hence, the Hospital will
assume sole & complete responsibility of the treatment & It's outcome & safety of the patient, and Koshikz Foundalion will have ne role or regponalbiiity
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