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AGREEMENT by APPLICANT (shte 50 %00)

1) By afixing my signatute or thumb impression on this Fom, | (Appicant) horedy agree & authorise Koshika Foundation and I's Trustees fo
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By stxing hereunder, signatute of our Authorised Signatory for recommending tis case'patent for financial assistance om Koshika F oundiation, we
(Hospasl) hereby affirm & accept following

1) hat we neither are presantly nor will in future avas of financial assistance from another NGO or any other source, for the same patierticase, 85 wo are
requasting 1o get from Koshiks Foundation, 5o the exten! Ihat such sssistance & grorted by Koshika Foundation. I the requested assistance i not granted
by Koshika Foundation, in part o In full, then the Hospal reserves It's nght 1o make Up the shoetfall from ancther NGO o sery other source. This
confirmation essentially statos that the Hosplal will not avai any dupbcale assistance fof the same patienticase from any other NGO or any other source
2) The assstance from Koshika Foundation is only financal in habure. The choice of tha freatmentiprocedure acdvisod/conductad by the Hospital on the
oatient. is based on the arangement between the pationt & the Hospital, and is in no way influenced by Koahiics Foundation. Hence, the Hospital will
assumo solo & complele responsibility of the weatment & it's outcome & safety of tho pationt, and Koshika Foundation will have no rols of responsibiity
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