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1) By afixing my signature or thumb impression an Mis Form, | (Applicant) horaby agres & Suthorise Koshika Foundation and it's Trustoes 1o
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maedium, including but nat limited 1o verbal, print, slectronic, for soliciting donations for Koshika Foundation and/or disseminating information about If's
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AGREEMENT by HOSPITAL (wmms gm W)

By aMfisg-hereurtfa, sigrativs of our Authorised Signatory for recommanding this case/patient for fnancial assistance from Koshika Foundation, we
(Hospitai) haretry affem & accept folowing:

1) thal we neilher are presently nor will in future avall of Snancial assisiance from ancther NGO or any other source, lor the same palisnticase, ns we are
requasling Lo get rom Koshika Foundation, 1o the extent thal such sssistance & granted by Koshika Foundation. If the requestad sssistance is not grantad
by Koshika Foundation, in part of In full, then the Hesplial reserves 0 right io make up the shortfall from another NGO or any other source, This
confimation essontially status thal the Hospital wil not avall any duplicate assstance for the same patient/case from ary olher NGO or any otfver source.
2) Tha assistance frem Moahika Foundation is only financial In nalure. The choice of the reatmenliprocedure advised/conducied by the Hospital on the
pistient, b basad on Me smangement hetwesn the patient & the Hospital, and is in no way mfluenced by Koshike Foundation. Hance, the Hospital wil

assume sole & complate rapons(bility of e treatmen! & I1's outcome & salety of the patient. and Koshika Foundation will have no role of responsibility
in the matier.
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