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AGREEMENT by HOSPITAL (e %)

By affixing haraundsr, signature of our Authorised Skgnalory for recammending thie case/patient lor financial sesisiance lrom Koshiks Foundation, we
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1) that we nelther are presently ror will in future avail of financial assistance from another NGO or any other source, for the same patient/case, as we are
requesting o gt from Koshika Foundation, to the exlent thal such assistance i granted by Koehike Foundation, If the requested assistance |8 nat granied
ty Koshika Foundation, In part or in full, then the Hospitzl resarves it's nght to maks up the shortfali from anotner NGO or any sther source. This
confirmation essenilally states thal the Hospital will not avall any duplicale assistance for the same petienticase from any othar NGO or any Dther source.
2) The assistance from Keshika Foundation i only financial in nature. The choice of the irestment/procedure advised/conducled by the Hospital on the
patiant, is bassd on the arrangement bapvesn the patient & the Hospital, and is in no way influenced by Koshika Foundation, Hence, the Hospital wil
pssume solo & complete responsibliity of the trentment & s oulcome & safsty of fhie patient, and Koshika Foundalion will have no role or responsibilily

in the matter
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