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2) 1 nodemaly sanfirm that nssistance, If recaived from Koshiks Foundation, will be used only for ihe ‘purpose”, as sinied in this Form, lor which such sssistence

was rogquesied by me,

3 | hareby confim mauuunﬂ!munmm.lmm‘mm.hpﬁwlnhl.hnrqﬂwmmrmmm.dhm!

for wihich this assistance it requested,

1) A siww won § fe oo w4 fot o wd fewe 0wt © s e o W b ol e e v wem s e e @ 0 S8 e fro of wowed b

7) #t pn o e v " Wi wredea”, 0 o w o §, vew aven il v 9 o F fed few i, W oge owe o wg e

1) 4 i wrw { e fom wmen by o wiw ol §, T fn e sfe @ wen frem fesd s dw il wed @ 3 few § obos @ wfes F ofm

AGREEMENT by APPLICANT ( sots o 5)

1) By affiing my signatura o thumb Impression on this Form, | (Applicant) hereby agree & aulhorise Koshika Foundasion and i's Trustess lo
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with the Trustess of Koshika Foundation, and thelr decision is this regard will be final and scoeptable to me.
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1) that wa neiiher are presently nor will in future avoll of financial Essiatance from anothor NGO or any other source, for the same pRLANLCASE, &5 WB Bre
requesiing o gel from Koshika Foundation, 1o the exient (hat such assisiance is granted by Koshika Foundation. If the requested sssisiance is nol granied
by Koshike Foungation, in part or in full, then the Hospital resarves i1’ right io make up the shorttall from another NGO or any other source. This
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masume sole & complelo esponsibility of the trestment & iTs culcome & safety of the patient, and Kashika Foundalion will have no rote of responsibiiity
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