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AGREEMENT by HOSPITAL [Trmm §9 F1)
By alfigng hersunder, signaturg ol our Aulhorised Signalory for fecommending this caze/paitient for financial ausistance from Koshika Fourdation, wa
{Mespital) hereby afflrm & accepl fallpwing:
1) hat we nuther ore predantly nor will in futuie avall of inancial eesisiancs from anolfrer NGO or any other saurce, foktha game pafienticaze, a5 wo are
requesting to get fram Koshika Foundation, to the extent ival such assistance is granted by Hoshika Foundation, If the reguasied assistance is not gramed
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patient, |5 based on iHe arangament betwaen the patient & the Hospital, and Is fn no way influenced by Kashika Foundation, Hance, the Hospital will

assume sole & complele responziblity of the rastment & it's outcome & safely of the petient, and Koshika Foundation will hawe no role or respansiifity
in ihe matter
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