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1) By affixing my signature or thumb impression on this Form, | {Applicant) hereby sgree & authorise Koshika Foundation and i's Trustees 1o
usalpublish/pul-uplreproduce my name, address, pholo & detalls of the *purpose”, for which such agsistance i requosted/grantad, through any
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AGREEMENT by HOSPITAL (¥t 51 %71)

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for linancial assistance from Koshika Foundation, we
[Hospital) hereby affirm & accept following:

1) that we neither sre presently nor will in future avail of financial assistance from ancther NGO or any other source, for the same pallenticass, ss we are
requesting to got from Koshika Foundation, 1o the extent that such assistance is granted by Koshika Foundation. If the requested assistance i not granted
y Koshika Foundation, in part of in full, then the Hospital reserves it's right to make wp the shortfall from another NGO or any other source. This
confirmation essentially slates (hat Ihe Hospital will nol avail any duplicote essistance for the same potienticsse from any other NGO or any other source
2} The ass:stance from Koshika Foundation is only financial in nature. The cholce of the lreatment/procedure advisadiconducted by the Hospital on the
pafient, is based on the arrangement between the patient & the Hospitsl, and is in no way influenced by Koshika Foundation. Hencs, the Hospitsl will
asu:mma. completa responsibility of the trestment & 's outcome & salety of the patient. and Koshika Foundation will hava no role or responaiilily
in the matler.
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