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1] By affiuing my signature or thumt iImpression on his Form, | (Applicant) hereby agree & authorise Koshika Foundation and i's Trustees o
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AGREEMENT by HOSPITAL (wwmm gm0 wTT)
By affixing heroundar, signature of cur Authorised Skgnatary for recammanding this caosalpalient for financial assistance from Koshike Foundalion, wa
(Hospital) hereby afirm & accent :
1) thal we nolthat ate prosantly nod will in future svail of financial assistance from another NGO or sny olhar source, lor he same palientcase, s we are
requasting o get from Koshika Foundabion, 1o the sxient thal such assisance i granted by Koshika Foundation. If the requested assistanca is not grantod
by Koshika Foundation, in part or in full. en the Hoapital reserves 1T right 1o make up the shortfsll fom another NGO or any olher sourcs. Thia
canfirmation ezsendally states that the Hospital will not avall any duplicate assistance lor the same patisntcess from any other NGO or any other sourcs
) Tho amistancs from Koshika Foundation is only financial in nature. The choics of the treaiment/procadure advised/conducted by the Haapital on the
patient, is based on the amangement betwaen the paliant & the Hospltal, and is in no way Influenced by Koshika Foundation. Hance, the Hospital will

assume solo & complote rosponsibiiity of the teatment & i's outcomes & safaty of the pationt, snd Koshike Foundation will have no role or responeibility
in the matter
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