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1) | hareby confirm that all detalls in this Form are Tree {0 the bast of my knowledge. Any false statement will rendas my Application & ongoing assistanca, if any,
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AGREEMENT by HOSPITAL (PR &1 1)

By affixing hareundss, signatute of aur Aulhonsed Sigralary lor recommending ihis case‘patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affinn & accap! lllowing:

11 that we nelther ane presently nor will in future avall of financial assistance from snotrer NGO or any athar sowrce, for the same patient’case, Bs we are
regbesting 1o got from Koshiks Foundation, o the extent that such assistance s granted by Keshika Foundatlon, If the requested asslistance is not granted
by Koshika Foundation, in part or in full, ihen the Hospital reserves ifs right to maka up the shortfall from another NGO or any other source. This
confirmation eseentlally states that the Hospltal will not avail any duplicate assistance for the same patient/case from any other NGO or any other source.
2 The assistance from Koshiks Foundation is only fnancial In nature. Tha chaice of the treatmentiprocedurs advised/eonductad by the Hospital on the
patiant, ks basad on the amangement hatween the patient & the Hospital, and |s in no way influenced by Koshika Foundation. Hence, the Hospital il
sasume sole & complete responsibiilly of the treatment & It's outcome & safety of the patient. and Koshika Foundation will havé no role ar responsibility

in the matter.
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