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1) | areby confirm (hal all etalls in this Fofm ard T Lo the et of my kicwlodge. Any Taize statemant will rendet my Applicalion & sngolng assistance, If any,
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AGREEMENT by HOSPITAL (wvamt Bil WIR)
By affixing hersunder, signilure of our Adthorisad Signatory lor recommanding this ceseipatient for fingncial assistanca nam Koshika Foundation, we
(Hospital) horeby affirm & aocept following:
1) that we nsither s pres=nily noe will in luturs aveli of finencisl asskstsnce from another NGO or any sther source, for the sama palienticase, as we arfe
requesting bo gel from Kogshika Foundaticn, to the extent that such nssistance is granted by Koshika Feundation. If the requesied assistance is nol grantad
by Koshlka Foundation, in pan o in Tull, then the Hospital resenas @' dght to make up the sharttsll from snother NGO or any other saures., This
confirmation essentinlly states that the Hospital wil oot aviil any duplicate ssskstanca for the same patient’case from any other NGD or any other source,
2} The assistance from Kashika Foundalion is only francial s nalure. The cholce of the treaimentiprocedure advised/conducted by the Hospital on the
patient, 15 based on the srmogement botwesn i pofent & the Hosplml, snd isin no way influsnced by Koshika Foundation. Hence, the Hospital will

assume sole & complets respansibiity of the reatmant & I's sltcome & safety of the patient, and Koshiks Foumdation will have no role or responsibliity
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