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1) By affixing my: signature or thumb enpression on this Form, | (Applicant) hereby agree & utharise Koshika Foundation and it's Trustees fo
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AGREEMENT by HOSPITAL (Twws Fm w01)
By affixing hereunder, signature of tur Authorised Signatery for recommending this caselpationt for financia! assistance from Koshika Foundation, we
| Hospital) hareby affirm & scosp!
1] that we nelther are presently nor will in avail of fnancial assistance from anather NGO or say ofher source, for the same pallentcase, 23 we are
raquesting 1o et from Keshilks Foundatian, (o the extent ival such assistance is granied by Keshika Foundation, if the requestod assistance &5 not granted
by Koshika Foundation, in part or Ia full, then the Hospllsl reserves it's right to make up the shortfall from another NGO or any olher source, This
confirmation essantsily stales thal he Hospital will not aval! any duplicess arsisiance for the same patisnt/case from any other NGO or any other source.
2} The assistancs from Moshika Foundation |s enly financial in nature. The choloe of the troatment/prosedur advised/conducied by Ihe Hospital o the
patient, is based on the smangsment bebween the patlent & ihe Hospltal, and & in no way inflzenced by Koehika Foundation. Hence, the Hospital will
sasume solo & complete responslbiity of the treatment & it's outcome & safety of the pationt, and Koshika Foundation will have no rale or respansibifity
in he mater.
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