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1} By alfaing my signature or Shumb Impression on this Form, | [Applicant) hereby sgree & authorise Koshika Foundation and it's Trestess o
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AGREEMENT by HOSPITAL (¥ems gm #30)

By aliking hesaunider, signalture of our Authorised Signatory for recommending ihis case/pallent for financial assistance from Koshiks Foundation, we
{Hespitat) hereby wifirm & accept following:

1) that we neither are prasantly nor will in future avall of financial asststance from another NGO or any other source, for the same patientcase, as we are
requesing lo get from Koshila Foundation, to the extant ihat such assistance is granted by Koshika Foundation. If the requested assistance is not grantod
by Moshika Foundation, in pant or in full, then the Hoapitsl reserves if's right 1o make up the shortfall from another NGO or any other source. This
pomfirmation essantially stales that the Hospital will not aveil any duplicate assisianca for the same petienticase from any other NGO or any ofer scurce.
£} Tho assistance irom Koshika Foundation is only financial in nature, The choice of the realtment/procadure advissdiconducied by Ihe Hospital on the
patisnt, is based on the arangement bistwaan the patient & the Hospial, and i in no way influenced by Koshika Foundation. Hence, the Hospital will

finsimi: sole & compleloe responslbility of the treatment & i's outoome & safety of the patient, and Koshiks Foundation will have no role or responsibidity
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