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1] By affixing my signature or thumb impression on this Form, | (Applicant) hereby agres & authorise Kashika Foundation and IU's Trustees lo
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AGREEMENT by HOSPITAL (Fimm @in 1)

By affixing boreunder. signature of our Authorised Signatory for recommending this cese/patient for financial assistanco from Koshika Foundation, we
{Hospital) hateby affirm & accept following:

1) ot we nasither ore presently nor will in future avall of financial assistance from snother NGO or any other source, for the sama patient/case, as we are
requeshing 1o gel from Koshika Foundation, to (he extent thal such assistanca is granted by Koshika Foundation, If the requested assistance is nol granted
by Koshika Foundation, in part or in full, then the Hospital resefvas it's right 1o make up the shortfall from ancther NGO or any other saurce. This
confirmation essenlially slates thal the Hospital will not avail any duplicales assistance for the same patienticase from any other NGO or any olher source,
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmentiprocedure advisediconducted by the Hospital an the
patient, is based on the arrangement betwean the patient & the Hospital, and is m no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complete responsibility of the treatment & H's outcome & safely of the patient, and Koshika Foundalion will have no role or responsibility
in the malier
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