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1} By aflixing my eignature or thamb impression on this Form, | (Applicant) hereby sgree & authorise Koshiks Foundstion and It's Trusioss to
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AGREEMENT by HOSPITAL (wesms 50 =01)

By afining hereunder, signalure of our Authorised Signalory for recommending this case/patient for fimancial assistance from Koshike Foundation, we
(Hospital) hereby affiem & accept following: _

1) that we neither are presently nor will In fulure avail of financial assistance from anather NGO of By other source, for the sams pafienlicase. 0s wa are
requesting (o got from Koshika Foundation, to the extant thal such assistance is graniod by Koshike Foundation. If the reguested assistance is nol granted
by Koshiks Foundation, In part or In full, then the Hospital reserves it's right to maks up the shortfall from anather NGO or any olher soutce This
confirmation essentially stales thil the Hospital will not avail any duplicate ausistance for tha sama patient/case fram any other NGO or any olber source
2) The assistance from Koshika Foundation ks only financial in nature. The choice of the trestment/procedure advised/conduciad by the Hospiial on the
patient, is based on the armngement batwean the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Honpital will
nssuma i & complete responsibility of the freatment & If's outcome & safety of the patient, and Koshiia Foundation will have no role or réspongibiity
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