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1) By affiing my signsture ar thumb impression on this Form, | (Applicant) hereby agree & sulhorise Koshiks Foundation and It's Trusises to
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AGREEMENT by HOSPITAL (wisom g0 w00)

By sfflxing hereunder, signature of our Authorizad Signatory for recommending this case/patient for financial assistancs fram Koshika Foundalion, we
{Hospital) hereby affirm & sccept following:

1) thal we nellher sre presantly nor will in future svail of financial assistance from anolher NGO or any other source, lof the same patienlicase, as we am
requesting 1o gal from Koshike Feundation, 1o the extent that such assistance is granted by Keshika Foundation, If the requested assistance is ol granied
by Keshika Foundation, In part or In full, then the Hospital reserves It's right to maka up the shorifall from another NGO or any other source. This
confirmation assentially states thal the Hospital will not avall any dupficata assistanca for the same petientcase from any othar NGO or any other source.
2) The assistance fram Koeshika Foundation is only financlal in nature, The choice of the reaimantiprocedurs advised/conducted by the Hospital on the
patient, Is baged on the arangement betwesn the patient & the Hospltal, and Is In no way Influenced by Koshika Foundation. Hence, the Hospital wil
assume sole & complete responsiblity of the treatment & IVs outcome & sefety of the pationt, and Koshika Foundation will have no role or responsibliity

irv the matter.
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