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1) By affixing my signatuse or thumb impression on this Form, | (Applicant) harely agres & sufharfse Koshika Foundation and IUs Trusiees 1o
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AGREEMENT by HOSPITAL (wrime @O w70)

By affluing hereunder, signature of our Authorised Signatory fof recommending this case/palient for fnancial assistance fom Keshika Foundaton, we
{Haspite!) hereby afiom & accept lollowing:

1} tnal we neither are presently nor will in fulure Bvail of financhal assistance from anolier NGO or any olhar sourte, for the same patisnticase. BS we are
requesting to-get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requesiad assisiance s nol granted
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Aszume sole & complete responsibiily of the reatment & I¥'s outcoma & safaty of the patient, and Koshiks Foundstion will have no role o responsibility
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