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2} | salemndy confirm that assistance, if received from Koshika Foundation, wil be used only for the “purpose”, a5 stated in this Form, for which such ausistance
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1) By affiung my sighature of humb impression on this Form, | (Applicant) hereby agree & althorise Koshika Foundation and s Trusless 1o
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AGREEMENT by HOSPITAL (Tem= 50 S01)
By affixing hereunder, ture of our Authorised Signatory for recommending this caselpatient for financial assistance from Koshika Foundation, we
{Mospital) horeby alirm & accepl following:
1) that we neither are presently nor will In future avadll of financial assistance from snother NGO or any other source, for the same patient/case, as we are
roquesting to gel from Koshika Foundation, 1o the exient hal such assistance is granted by Koshika Foundation, If the requasied assistance |8 nol granted
by Koshina Foundation, in part or |n full, then the Hospital reserves iUs right lo make up the shorifall from another NGO or any other source. Ths
confirmation ssasntially stites thal the Hospitel will not avail any duplicate assistance for tha samo palient/case from any other NGO or any other source
2) The assistance from Koshika Foundalion |s only financial in nature. The choica of ihe treatmentprocedurs advisediconducied by the Hospitsl on the
patient, is based on the arrangemant batween the patiend & the Hospital, and is in no way influsnced by Konhike Foundation, Hence, the Hospital wil!

assume sole & complete responsibility of the treatment & il's oulcome & safely of the patient, and Koshiks Foundation will have no rele or responsibility
in the mistler
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