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111 hereby confirm that all detalls in this Fotm are True to the best of my knowledge. Any false statemant will render my Application & ongolng assistance, If any,
lable lor resaclionycancsllabon.

2} 1 aclemnly confirm that assistance, i recolves from Kouhlks Foundation, wi be usad ondy for the “purpose’, as stated in this Form, for which such assistance
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1) By afhxing my signature or thumb improssion on this Form, | (Applicant) hereby agme & suthortiss Koshike Foundalion and If's Truslses 1o
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AGREEMENT by HOSPITAL (venin® gim %u0t)
By affising harsundsr, re of our Authorised Signatory lor recommeanding this casefpatient for fimancial assistance from Koshika Foundatian, we
{Hcupital) horaby affirm & accopt following:
1) thai we neither are presently nor will in future avail of financlal assistance from anoiher NGO or sy ofher sourcs, fof the same patient/case, 05 we am
requeEsting 1o gel trom Foshike Foundation, to the axton! thal such assistancs is granied by Koshie Faundation. If the requirsted BEsintance & nol granted
by Koshika Foundation, in part or in full, then the Hospltal reserves It's right o make up the shortfall rom another NGO or any other source. This
canfirmation susentinlly atales thal the Hospital will not avail any duplicale essistance for te same patisstcase fram any other NGO ot any oltver sourcs.
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patlant, i basad on the armngement betwesn the fatkant & the Hospial, and is in no way influsnced by Koshiks Foundation. Hence, he Hoapital will
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