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1) By affixing my wgnaiure or thumb impression on this Farm, | (Applcant) herety agree & aulhorise Koshike Foundation and if's Trusises to
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By affixing hetwundor, signature of aur Authorised Sagnatory for meoommanding thes casa/patient for firmnical sssistence from Hashika Foundation, we
(Hosgital) herstny #%im & accept folowing

1] Biad wa natiher mhe presently nor wil in future aveil of financial assistance from ancther NGO of any oihar source, for the same DRBENCESS, BN Wo BN
rogupsting 1o ged from Koshika Foundatan ter bhe aatert thal such sssiEonce o gronied by Koshiks Foundation. If the requosted assisiance s not grantad
by Kohike Foundation, in part or in full, hen the Hospial reservis (F8 night i make up (e sharifall from ancier NGO of oy othar sounoe, This
confirmation essansally slates that the Hosplial wil nel avell any duplcais agaistance foor i sama patienticass from any ofher NGO or any athar source
2) The assistance from Koshika Foundation ie caiy financial in halue Tha chaice af the Featmantiproceduss sdvissdiconduched by the Haspilsl on the
pafiant, |s based on Se arrangement between tha patiant & the Hosplal and i in no way influsnced by Koahlks Foundation. Henca, thn Hospital il
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