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1) By affixing my signature of {huimb impresslon an this Form, | (Applicant) heraly agres & suthorss Kashika Foundation and ii's Trusiees 1o
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AGREEMENT by HOSPITAL (wimms £m %)

By affixing hereunder, signature of out Authonsed Signalary for recammending Ihis case/patient for fimancial assistance from Koshica Foundation, we
(Hospilal) hereby affirm & accepl folkowing:

1] thal we nedher are presently not will in fulure avall of financial sssistance from another NGO or any other source, lor the same patient/case, Bs we ars
reguesting to ge! from Koshika Foundation, 10 the axtent (hat such assistance is granted by Koshika Foundation. I the requesied assistance /s not granted
by Koshia Foundaton, n part or in full, then the Hospital resarves it's right 1o make up ihe shorifall from another NGO or any other source. This
confirmation essentially states the! the Hoapital will not avall any duplicate assistance for the same patienlicase from any other NGO or sny other source
2) The assistence from Koshika Fouridation is only financial in nature, Tha cheice of the ireatment/procedure advisecd/conductad bry the Hospital on the
patisnl, is basad on the arrangament bietwaen the patient & the Hospital, and s in no way influanced by Koshika Foundation. Hence, the Hospital will
assuime sole & complete resporwibility of the teatment & 'y outcome & safety of the patient, snd Koshia Foundation will have no role or esponsibidlity
in e mattor.
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