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1) | hereby condim that sll detalls in this Form are True to the best ol my knowledge. Any lalse staternant will render my Applcation & ongolng ssaistance, If any,
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1) By affing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and IU's Trestess o
use/publishipul-upireproduce my name, sddress, photo & details of the “purpose”, for which such assistance s requesiedigranted, through any
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AGREEMENT by HOSPITAL (gmmm gin wut)
By affixing hereunder, signalure of our Authorised Signatory for recommending this case’patient for financial assistance from Koshika Foundabon, we
{Haospital) hersby affirm & accept following:
1) that we nelthor ore presantly nor will in future avall of Binancial assistance from another NGO or any offwr source, for the same pafiont'cose, o wo ane
requesting o get from Koshiia Foundation, to the extent thal such assistance is granted by Koshika Foundation. If the requesiad assistance is nol granied
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2) The ssaislance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the
paben, is based on the arrangement betwesn the patient & the Hospilal, and is in no way influenced by Koshia Foundation. Hence, the Hospital will
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