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1) By afising my signature or thumb impression on this Form, | (Applicant) hereby agree & authoriss Koshiks Foundation and IT's Trusless io
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AGREEMENT by HOSPITAL (weme T0 wUU)
By affixing hereunder, signature of our Authorised Signetory for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hospital) heraby aifirm & accep! following:
1) thist wa neither are presantly nor will in fulure avall of fnancial sssistance from another NGO or any alher source, for the same patisnticase, & wo ars
raquesling to get lrom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested pssistance is nol granied
by Koshika Faundation, in pari or in full, then the Hoepital reserves it's right 1o make up the shodfall fram anothar NGO or any othar source, This

confirmation essentially states that the Hospital will not avall any duplicale assistance for the same pationticase from any ofhar NGO or Bny othor sourcs.
2) The assistance from Koehike Foundation (s only financial in nature. The choice of the treatmant/procedurs advised/conductsd by the Hospltal on the

patient, is based on the amangement between the patient & the Hospital, and s In no wiy influsnced by Koshlka Foundation. Henca, the Hospital wil

assume sole & complele responsibiiity of the treatment & IU's culcome & safety of the patisnt, and Koshilks Foundation wil have no role or responsibiity
Iry this matter.
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