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1} By affiing my signature or thumb impression on this Fofm, | (Applicant) hereby agres & aulhorise Koshika Foundaton and iUs Trustees to
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AGREEMENT by HOSPITAL (W BRI 1)

By affixing hereunder, sigraluie of sur Autharsed Signatory far recammiending (his cagalpatient for finaneial assistance from Koghika Foundation, we
(Hospital) heraby affirm & accept fallowing

1) that wa neither oro gresantly nor will in future avail of financial essistance from anolher NGO or any other source, for the sama patenticase, 08 we are
reguesting to yet from Keshika Foundation, to the gslent that such essisiance is granted by Koshika Foundation, |f tha requested azsisiance |s nol granied
by Koshika Foundation, in part or in full, then the Hospital resarves iUs right to make up the shofall from anoiher NGO or any other source. This
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agsume sole & complets responsibility of the treaimant & Vs cutcome & salaty of the patient, and Koshike Foundation will have no role or responsibllity
I the mattar.
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