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1) By affixing my signature or thumb impression on this Farm, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to
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AGREEMENT by HOSPITAL (%eam 510 %00)

By affixing hereunder, signature of cur Authorised Signatory for recommending this casalpatient for financial assistance fram Koshika Foundation, we
(Hespital) hereby affirm & accept following:

1) that we neither are presently nor will in future avail of financial assistance from another NGO or any ather source, for the same patient/case, as we are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is nat granied
by Koshika Foundation, in part ar in full, than the Hospital reserves it's ight to make up the shortfall fram another NGO or any other source, This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same palienticase from any other NGO or any ather source.
2) The assistance from Koshika Foundation is anly financial in nature. The choice of the treaiment/procedure advised/conducted by the Hospital on the
patient, is based on the arrangement batween the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital wil
assume sole & complete responsibility of tha treatment & it's outccme & safety of the patient, and Keshiks Foundation will have no role ar rasponsibility
in the matter,
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