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111 heraby confirm (hal all detads in this Form are Tree to the best of my knowledge. Any false statement will render miy Application & ongoing assistance, If any,
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1) By alfixing my signature or thumb impressicon on this Form, | (Applicant) hereby agres & aulhorise Koshika Foundation and it's Trustoes to
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with tha Trustees of Koshika Foundation, angd their decision is this regard will be final and scceplable o me.

1) T T WS T W S W w8 (amies) ol wesl o g won f o “wifer et ol e sl © w sfieg v S doom
v, wid A W e g v o it §, T Wi e e, T, S (T e e sir aeteed Tl Tl ) won e

# yofes wet & o s oy w fiewon St e W o ow R et W B i wraden” @ sl sdfiegn

2) & (wvw) W owm O e TS o om, v, 92 s e o B e & spied o wfids § g0 o e W v W s e e

“wifyn® vy TEE A w1 S S s W B

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
sEE W wEmE W oshp = R

AGREEMENT by HOSPITAL (wemme gm %)

By affixing hereundsr, signaturs of our Authorisad Signatory for recommending this cass/patient for financis! assistance from Koshika Foundation, wo
(Hespital) hereby affirm & accapt lollowing:

1) tha! wa neliher are presently nor will Inﬁm wimll of financial asslstance from enother NGO or eny other source, for the same patient/cose, o5 we are
requesting 1o gat from Koshika Foundation, 10 the axtent that sbch assistance (8 granted by Koshika Foundation. If the requested assistance is not grantad
try Koahika Foundation, in part o in full, then the Hospital reserves (t's right to maks up the shorttall from another NGO or any other sourca, This
confirmation essentially states thal the Hesplial will not avall any duplicate aesislance for the same patient/casa from any other NGO or any ather sounce.
2] The asslstance from Kashiks Foundatien s only financial in nature. The choice of the (reatment/procedurs advised/conducted by the Hospital an the
patient, is besad on the srrsngemant batween the patianl & the Hospital, and |s in no way Influenced by Koshika Foundation. Hance, the Hospital will
assume sole & complete responsibility of the treatment & IU's outcome & safety of the patlent, and Koshika Foundation will have no role or respansibility
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