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1) By-affixing my signature or thumb impression on this Form, | (Apglicant) hereby agree 8 suthorise Koshlka Foundation and 's Trustees lo

sl publish/pul-uplreproducs my name, address, phole & details of the “purpase”, for which such assistance is requesled/granted, through any
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AGREEMENT by HOSPITAL (7 = BT =17)

By affining hereundar, signalire of our Aulhersad Signatory for récommanding this case/patient for financial assictance from Koshike Foundabion, we
{Hospitai) heraby affiom & socep! following:

1) that we neithar sre presenlly nér will In future avall of fingncinl aesistence from anotfer NGO o any other sodroe, for the same patlent/case, as we arm
requesting to get from Koshika Faundation, 1o the extent thal such assistence |s granted by Hoshlka Foundation. It fhe requested assisiance is nol granled
by Koshika Foundstion, in part ar in full, then the Hosplisl reserves it's Aght to make up the shortfall from anather NGO or any other source. This
confirmation esseniialy states that the Hospital will not #vall any duplicale assistance for the same patienticase from any other NGO or ahy other saurce.
2) The aesisiance fram Koshiks Foundation is only financial in nature. The choice of the treatmentiprocedurs advisediconductad by Iha Hospital on the
patlent, is based on the armangement between the patlent & the Hospltal, and |s in no way Influanced by Koshika Foundalion, Hence, tha Hospitat will
pEnme sole & complete responsibiity of the treatment & i's oulcome & safety of the petient, end Koshike Foundation will have no role or responsibility
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