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1} By affixing my signalure or thumb impresaion on this Farm, | (Appllcant) hereby agree & authorise Koshika Foundation and s Trustees 1o
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By affixing hereunder, signalure of our Authorised Sgnatory for recommending Lhis cass/palient for inancial ausistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:
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by Kashika Foundation, in par or in full, than the Haospltal reserves it's right to make up the shortfall from another NGO of any other source. This
confirmaton essantially states that the Hospital will not avell any duplicale assistance for the same patient/icasa from any other NGO or any other source
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in the matier.
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