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2) | solemaly confirm thal assistsnce, F reosived from Keshika Folndation, will be used only for the “purposs”. as stated in this Form, for which such assistance
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AGREEMENT by HOSPITAL (wemm om %)
By affixing hereundse, signature of our Authorised Signatary for recommanding this caseipatisnl for fingncial nssistance from Koshiks Faundating, wa
{Hos=pital) koraby aMirm & aocept fallowing:
1} that we neilher are presently nor will in futurs avall of financlal essistance from anolher NGO or any other sauree, fof the same patisnticass, ag we die
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