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1) By afliing my signature or thumb impression on this Form, | (Applicant) hereby agree & suthorise Koshika Foundation and it's Trustees o
usa/pubinhipul-upireproduce my name, address, pholo & details of the “purpose”, for which such assistance is requested/granted, through any
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AGREEMENT by HOSPITAL (vems g0 %01)

By aflixing hereundar, signaluts of our Aulhorised Signatory for recommanding (his case/patient for financial assistance from Koshike Foundation, wa
(Mospitel) hereby sffirm & accept lollawing:

1) thal we nedher are prasently nor will in fulure svall of financial assisiance from ancther NGO or any other source, for the same patienl/case, &% we are
reguasting 1o gel from Koshika Foundation, lo the exiant that such asssiance is granied by Koshika Foundaton, I the requesied assistance |8 not grantad
try Koshiks Foundation, in part or in full, then the Hospital reserves it's nght lo make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avall any duplicate assistance for the same patient/case from any other NGO or any other source,
21 Tha sssistance from Koshia Foundation is only financial in nadura. Tha cholte of the treaimentiprocedure advised/conducied by (he Hospial on the
patient, is based on the arrangament betwesn the pathent & the Hosphal, and is in no way Influanced by Koshika Foundation, Hence, the Hospital will
ansume sole & complels responaibiiity of the treatment & IU's culcoma & safely of the patient, and Koshika Foundation will hive no role of responsibility
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