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AGREEMENT by APPLICANT (539% 50 %07)

1) By affudng my signatuee or thumb impression on this Form, | (Applicant]) heraby agree & autharise Koshika Foundation and If's Trustees 1o
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“AGREEMENT by HOSPITAL (vewwm DU %10)

By affocng hernundor, signature of our Authorised Signatcry for recommending this casa/pationt for financial assistance fom Koshika Foundation, we
(Hospital) horeby afem & accopt lollowing:

1) hat we noither ore presently nor will In fture avad of financial assistsnce from ancther NGO or any other source, for $he same patienticase, 85 we ae
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by Koshika Foundation, in part of in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any ofher source. This
canfirmation essentinlly states that the Hospital wilt not avail any duplicate assistance for the same patient/case from any other NGO or any other sowrce.
2nmmmmmmmuaqmmm.mmaummwnwmm
patient, is based on the arangement botweon the pationt & the Hospital, 3nd is in no way influsnced by Koshika Foundation, Hence, the Hospital will
#ssume sole & compiods responsibilly of the treatment & it's outcome & safoty of the petient, and Koshika Foundation will have no role or responaibilty
10 matter
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