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2) | salpmnly confirm thal assistance i recefved from Koahia Foundation, wil be used only for the “purposs®, as staled in Ihis Foim, for which such asastance
was requesied by me.
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medium, including but not imited 1o verbal, print, electronic, lor soliciing donations lor Koshika Foundation andlor disseminating Information aboul i's
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AGREEMENT by HOSPITAL (wwym ©n )

By afiung hereunder, signature of our Authorised Signatory for recommending this casnlpalient lor fnancal assistance from Koshika Foundnlion, we
[Hospiial) hereby affirm & acoepl folowing:

1) thiat we naliher wre presently nof will in hiture avall of fnancial pesisiancs from snothes NGO of sry othef sourcs, fof the same pafient'coss. a8 we ifs
reguesting 10 get from Koshika Foundation, 1o the axtent that such assistance is granted by Koshiks Foundation. If the requesied assgiance s not granted
by Koshiua Foundation, i part of in full, then the Hospltal reserves il's nght 1o make up the shortfall from another NGO or any other source. This
confirmaton essentally states that the Hoapital will not avall eny duplicate assistance for the sama patient/casa from any other NGO or any other source
2) Tha ssaistance from Koshika Foundation (s only financial iIn nature. The choos of the reatment/procedurs advised/conducted by the Hospital on the
patient, & based on the smangsment betwean the patient & the Hospital, snd s in no way influenced by Koshika Foundation. Hence. the Hospitsl will
assurma solo & complole responsibility of the treatment & s outcome & safiety of the patient, and Koshiks Foundation will have no rol o responsiblity
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