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1] By, affiing my-aigniatura or thumb impressisn on this Fam, | (Applicant) hersby agrie & suthorise Kashika Foundstion and ‘s Trusiess o L]
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L) ¥6 W WS S e e, () s el W e wo € o e Wt s Tes i " W s e R o,
W S = T gn v d wi §, e i, wEa T 3w e v ot 4 e e o o e
ﬁmmﬂ%ﬁwmtlﬂi‘ﬂﬁ'ﬂﬁfﬁmﬁflﬂl’lﬁ'ﬂmwﬂtﬁmﬁﬂ'ﬂm"ﬂﬂﬁmmﬁﬂ"nmﬂﬂmil

2) # (W) ¥ w R e f =R R R TR SR e p————

“eile " T T e 5 fede i sl e g

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

i & e S W
AGREEMENT by HOSPITAL (wrmet B )

By affiting hereunder, sighature of our Aulhortsed Signatory for recommanding this casefpalient Tor financial assistanos from Koshika Foundation, we
tHospital) hersoy affinm & acoept Follawing:

1} that we naither are prosantly norwil in future svell of financal assigiance from another NGO or any otheér soures, for thes sama petienticase, a5 we dre
requesting |a gat from Koshike Foundatlion, to the axtem that such assislancs |s granted by Koshika Foundation. If the requested assistance Is not grantad
try Koshika Foundatlan, in past or in full, then the Hospltal reserves it's right to make Lp e shortfall from another NGO or any other saurce, This
sonfirmation sssentially states that ing Hospital will nat svail sny duplicate assistance far the sams patianticaee from any olher NGO orany athar source,
2) The pesistance (rom Hashika Foundation is arly finansial in nature The chaioa of the treatmemliprooadurn advisedigonducted by the Hospltal on the
patient, is based on the srengoment between ihe pallent & the Hospitat, snd i In no way Influsnced by Koshike Foundation, Hence, tha Hospital will
ssume sole & complela responsibiity of the treatment & it's outcome & safety of the patient, and Koshiks Foundation wil have no role or responsibliity
in the matter
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