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1} By aMining my signature or thumb impression on this Form, | (Applicart) hereby aglee & authorse Koshika Foundation and i's Trusiees to
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with tr Truntess of Koshéa Foundation, and thair decigson (s this regard will be final and soceptabie o me.
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AGREEMENT by HOSPITAL (5w gm i)

By atlixing hereunde: sgralure of our Authortssd Sgnatery lor recommending this case/patient for financial assisiance lrom Keshika Foundaton, we
(Hospital) herety afirm & accept lollowing.

1) thmt we naihar are presantly nor well in futune svsil of fnancial pssistance from another NGO of any oiher source, for the same patient/case, e we are
raguasting (o gai from Koshika Foundation, 1o the «dent that such assistance is granted by Koshika Foundation, 1 the requesied assistance is nol granied
by Hoshika Foundation, in pan or in full, Bhen the Hosplial reserves i's night 1o make up te shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avall any duplicate assistance for the same patieniicase from any other NGO or any other source
2) The assislance from Koshika Foundabon s only financial in naturs, The choice of ihe esimentiprocedure advised/conducied by the Hospital on iha
patient, i based on the srrangement between the patiend & thes Hospital, and s in no way influsnced by Koshika Foundation. Hence. ihe Hospital will
assume sole & compinte reaporm/billy of the treatment & '8 oulcome & safely of the patent, and Koshika Foundation will harve no role o responibility

m fve misitsr

rat wfewn, ped ¥ S A AT W e s @ il wen iy fefm o o 8, fesl e (ren) fee oven @ e w el s b

1) W T W e s T W wEm e wen fed & e v w TR s e W e e § @ ow A o 1 S R e s
i e T % wow o wifs) st g e oy e #) o wifen e o we ffa sfeseee d S T few e A s
fusk s ol Won w e aes wEee 0w WA W s e oo b e O wre e e | T s ffln wee e dibame dy fel

% el W o el W A A W A

1 “wiftes wEEyE" 3 @ W wwew f90 faf agl S 6 00 @ oo o 9 o s w e v TTeaTER W T O o veem

% dw w o & o “uie s g fedh ven w W o b it poees d ol € e e sl sod ) ol el frsted

ot wieft ol e ot o ot @ fabodt ot F o Wl

RECOMMENDED FOR ACCE
e
s ) AN DANISH A
2401234 i o NABES: fne i
sz =il e e

FOR INTERNAL USE of KOSHIKA FOUNDATION s waln #q

SIGMATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
) | =

S FAET

18-08-2024



