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1) Uy aMaing my signature or thumbd impression on this Form, | (Apgiicant) horeby agree & authorise Koshika Foundation and It's Trustees 1o
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AGREENMENT by HOSPITAL (TVem™ DU %701)
By afuing hereunder. signatura of cur Authorised Signatory for recommaending this case'patient for inancial assistance from Koshika Foundation, we
(Hospral) hereby affem & accept folowing:
1) that we naiher are presendly nor will In future avall of financial assistance from anather NGO or any omher source, for the samo patienticase, 35 we are
requesting to get from Koshia Foundation, 10 the axient tha! such assistance is granted by Koshika Foundation. i the requesiod assistance is not granted
by Koshika Foundation, in part of in full, then the Mospital resorves it's right 1o make up the shontfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avall any dupiicate assistance for the same patient/case from any other NGD or any cther source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the tresimentiprocacure advisediconducted by the Hospital on the
pationt, is based on the arrangement between the patient & the Hospital, and ia in nd way influanced by Koshika Founcation. Hence, the Hospital wil

assume soie & compieto rosponsidlity of the troatmond & it's cutcome 8 safety of the patent, and Koshika Foundation wil have no rolg or responsiity
In the mator.
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