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1) By affing my signature of thumb impression on this Form, | {Applcant) hereby agree & authorise Koshiks Foundalion and if's Trustees i
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AGREEMENT by HOSPITAL (wemssst g i)
By affixing hermunder, signature of our Authorised Signatory for recommending this casa/patient for financial assistance from Koshika Foundation, we
(Hospltal) nereby affirm & sccepl lollowing:
1] that we neithar are pragantly nor will in futers avall of financial sssistance from another NGO or any other source, for the same patlent/case, as we amn
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assume solo & complote msponsiblity of the reatmant & it's oulcome & safety af the patient, snd Koshika Foundation will have no role or responeibility
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