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1) By aflaing my sigratire or thumt impression on this Foem, | (Applicant} hareby agres & sulhorise Koshlka Foundalion and |'s Trusiees lo

uselputiishiput-upireproduce my rame, addrass. photo & dotalls of the "putposs, for which such assistance |s requestedigrantad, through any
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AGREEMENT by HOSPITAL (¥ @i wot)
By affiing heeunder, signature of our Authorised Signatory for recommending his casefpatiant for financsal assistance from Koshika Foundation, we
(Hospital) heraby affim & accapt following
1] Wt we nelthet are presentiy nar will in furre wyai of Tnancisl assistance from anoihas NGO or any other saurce, for the same patienticase, as we are
requesting 1o get from Koshika Foundabon, o the exten| that such assstance 4 granted by Koshlka Foundation. If the requesied assiEiance m nol granied
by Koshika Foundation, in pest o in full, then the Hospital reserves il's right to make up the shortfall from another NGO or any oltwer source. This
confirmation essentially states that the Hospital wil not sveil eny duplicate assistance for the same patienticase from eny other NGO ar ary other source.
2| The assistance from Koshiks Foundation is only financial in nature. The choice of the reaiment/procedure advised/conducted by the Hospital on the
patiant, s based on the srrangement batwarn the patiant & the Hospital, and |5 in na way influencad by Koshiks Foundation. Hence, tha Hospital will

assume sola & complete responsibiiity of the restment & s outcome & safety of the patient, and Kashiks Foundation will have no role or responsibiily
in the matter,
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