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1) By affixing my signatute or ihumb impregeion on this Form. | (Applicant) heraby agres & suthorisa Koshiiea Foundation and |t's Trusteses to
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AGREEMENT by HOSPITAL (v s 71 %)
By affoing hereunder, signature of our Authonised Signatory for recommending this case/patent for financial assistance from Koshika Foundation, we
{Hospital] hereby affirm & sccept following:
1) tha! we nipithir re presently nar will in future avall of financial essistance from another NGO or any other source, for the same patient/case, as we are
requasting to gt from Koshika Foundation, to the extent that such assistance |s granted by Koshika Foundssion. If ihe requested astistance s nol granted
bry Koshika Foundstion, in part or in full, then the Haspital reserves s night to make up the shorttall irom anocther NGO or any other source. This
confirmation essaninlly states hal the Hoapial will not avail any duplicate sssistance for the same patiantcase from any othar NGO or sny other source:
2] The assistance from Koshia Foundatian is only financial in nature. The chaice of the reatment/proceturs advised/conducied by the Hospilal on the
patient, is basad on the srrengement betwesn the patisnt & tha Hoapital, and |s in no way Influsnced by Koshika Foundation. Hence. the Hospital wil
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