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1] By affixing my signature or fhumb impression on this Form, | (Applicant) hereby agree & authorisn Koshika Foundation and it's Trustess o

usefpublish/put-upfreproduce my name, address, phoio & detads of Ihe ‘purpose”. for which such assistance s requestad/grantad, through any
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AGREEMENT by HOSPITAL (Fsams 5 %)

By affming horeundey, signiature of our Authonsed Signatory for recommanding fhis case/patient for financia! assisiance from Koshika Foundation, we
(Hespilal} hereby affirm & accepl follawing

1) thal we noither sre presently nor will In future avail of financial assistance lrom another NGO or any olher source, for the same patienlcase, a8 we are
requesting jo get from Keshika Foundation, 1o the exten| that such asststance s grantod by Koshiks Foundation. It thiy requesied assisiance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves s right to make up the shortiall from anofmer NGO or any oiher source, This
coffirmation essenlially states that the Hospital will not avall sny duplicale assistance for the same palienticase from any othar NGO or any dther source.
2) The assistance from Koshika Foundation is only ficancial in nature. The chiice of the trealimanUprocedurs advisad/conductad by the Hospital on the
palieni. is based on the arrengament between the patient & the Hospital, snd is in no way influenced by Koshiks Foundation. Hence, the Hospital will
assume sole & complele responsibliity of the treatment & IN's culcome & saluty of the patient, and Koshika Foundation will have no role of responsibility

in the matter.
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