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AGREEMENT by HOSPITAL (wreme 510 W)

By affining heteunder, signature of our Authorised Signatory ler fecommending Ihis case/patisnt for financial assistance from Koshika Foundation, we
[Hoapital) haereby affirm & accapt following:

1) that wa nefther are drasently nor will in futlre avail of financial assistiance from another NGO or any other source, for Ihe same patiantfcase, &3 we are
requesiing to get from Koshika Foundation, lo (he exlen) thal such assistance is granted by Koshika Foundation, If the requesied assisiance s nol granted
by Keshika Faundation, iy part of in full, inen the Hospltal reserves it's nght to make up the shortfsll from another NGO or any othar source. This
confomation essentially slates thal the Hospital will ned avail eny duplicete essistance for Ihe same patient/case from- any olher NGO or any other source.
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patiant, i based on e arsngement batwean the patient & the Hospital, and Is in no way influenced by Koshika Foundation. Hencs, the Hosphital will
assume sobs & cormpleie responsibdity of the restmen & s cutcoma & safely of the patient, and Koshika Foundation will have no role or respansibility
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