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1) | hareby confirm hat 24 detals in this Form are True o the best of my knowiedge. Any false staloment will render my Applicstion & ongoing assistance. If ady,
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1} By affuing my sgnature or thismb impression on this Form, | {Applicant) hereby agree & sulhorise Koshiks Foundation and it's Trustees 1o
use/publshipat-upireproduce my name, address, phioto & details of the *purposs”, for which such assistance |s requesiodigranied, through any
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AGREEMENT by HOSPITAL (w=mm g %am)
By affixing hereundar, signature of out Authorised Signatory for recomemanding this case/patiant for financial assistance from Koshika Foundition, we
[Honpital) hereby uffirm & accapt lollowing:
1) that we nedher gre presently nos will in fulure svall of financlel assistance from another NGO or any other source, for the same palientcase, as we are
fequasting to gol fram Koshia Foundation, io the oxtent that such assielance is granted by Koshika Foundalion. If the requosted sssiglance |s nol granted
by Koshila Foundation, in par or in full, then the Hospiral reserves IUs right lo make up the shortfall from another NGO or any other souros. This
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patiant, is based on the arrangemant betwesn the patient & the Hospdal, and I8 in no way influsnced by Koshike Foundation. Hence, the Horpilal will

assume sole & complete responsibility of 1he trestment & I1's oltcome & safely of the patient, and Koshiks Foundalion will have no role of respansibility
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