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liab|m flor rejection/cancellation.
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1} By aftixing my signsture o thumb impression on this Form, | {Applicant) hereby agres & sulhorise Koshiks Foundalion and f's Truslees 1o
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AGREEMENT by HOSPITAL (¥ g %)
By affixing hersunder, signature of our Authorised Signatory lor recommending this case/patient for financial assistance from Koshiua Foundabion, we
{Faspital) heraby affirm & accep! following:
1) thal we neither sre presently nor will in future avall of finenclal essistance from another NGO or any other source, lor the same patient/case, bs wo are
requesting Io gel from Koshils Foundation, i the sxtent that such sssistance is granted by Koshilka Foundation, If the mquested sssistancs is not grantad
by Koshika Foundation, in part or in full, then the Hospital reserves it's nght to maks up the shortiall from another NGO o any other souros. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the seme patient/casa from any other NGO o any other source
2} The assisiance drom Koshika Feundation is only Anancisl i nstura. Thio cholcs of the reatmentiprocedure advisediconducted by the Hospital an the
patient, is hasad on the arrangement between the patient & the Hospital. and s in no way influsnced by Koshika Foundation Hence, the Hospital wil
mssumae sole & complits responsibility of the treatmant & I's outcoma & satety of the patient, and Koshika Foundation will have no role or responsibilily
in the matter
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