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AGREEMENT by APPLICANT ( swles g0 wait)

1] By affang my signature or thumb impression on this Form, | {Appiicant) hereby agree & authorise Koshike Foundation and if's Trusiees o
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By affung herpundsr, signature of our Authofised Signalory for recommending this casa/patient lor financial assistance from Koshika Foundation, we
(Hospital) hersty affirm & scoept follawing:

1) that we nedher are prasently nor will in fulure svad of financial assistance rom anoled NGO of @y obhar source. Tor the same patienlicass, &5 we Bré
requestng Lo gol from Koshia Foundation, to the extent thel tuch assistance s granted by Koshika Foundation. If the requested assistanca is nol granted
by Koshika Foundation, in part or in full, then the Hospital reserves i's right 1o make up the shortfsll from another NGO or any other source. This
canfirmation essentially states that the Hospial will not avail any duplicate sxsstance fot the same patient'case from any other NGO or any other source
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assumi s0ia & complete responsibiity of the treatment & iU's outcoms & salety of the patianl, and Koshika Foundation will have no role of responsitility
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