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AGREEMENT by HOSPITAL (wmss g ®01)

By affixing hersundsr, sgnature of our Authonsed Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hospilal) hereby alfirm & accap! foliowing:

1) that we nedher are presently nor will in future @vall of financial assistance from another NGO or any othar source, for the same patient/case, 85 we ara
requasting to gl from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested sshistance |s not granted
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confiemation selontially states thil the Hosplsl will nol avall any duplicate assigiance for (he samae palisnl/cass from any other NGO or any othar source
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patiant, is beted on the arangement between the patient & the Hosplial. snd is in no way influsnced by Koshiks Foundation. Hence, the Hospital will
assume sole & comglete responsibility of the treatment & Il's outcome & salety of the patient, and Koshika Foundation will have no mole o responsiblity
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