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DECLARATION by APPLICANT. SImew g v w:
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1] By affwing my signature or thumb impression on this Form, | (Applicant) heraby agree & suthorise Koshike Foundation and [1's Trustees 1o

use/pubish/put-upreproduce my nama, address, pholo & detalls of the “purpose”, for which such assistance is requested/granied, through any
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AGREEMENT by HOSPITAL (weema gm %97)

By sffiumg hereunder, ssgnature of our Authonised Signatory for recommanding this case/pafiemi for fimancial assisiance from Koshika Foundation, we
[Hosplinl) hereby affirm & accapt following:
1) thiaf we mesher are presently nos will in future avall of financial assstance from another NGO or any ofher source, for the same palient/case, Bs we &re
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assume sola & complats responsibility of the treatmant & il's outcome & safety of the patient. and Koshike Foundation will have no mie or responsibiiity
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